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I.- INTRODUCTION 

.This, is the Final Report for Contract HEW-NIH-72-l4^^^ The" 
contractor was the University of Illinois at Urbana-Charipaign, and the 
report was prepared for the Department of -Health,- iEducat ion and Welfare, 
Public Health^ Service i National institutes >6f Health, Bureau of .Health 
Manpower Education, Division of Plvyrsiciah and* Health Professions Education 

The purpose'^pf the report, is to present avdetailed wialysis of 
various aspects of the first year of operation of the ney School of Basic 
/Medical iScieiices.. in Urbte^^ o*" 
•■th§ University Bf Iliihois College; of Medicine*%«t, d^^^ to depart/ in 
-xnahy ways ftoK iraditio^^^^ appoaches^to the: Vasic science -education of 
medical student 

The analysis of the new 'School is one of the research activi- 
ties cuirentiy being carried out by the Health Serd.ces Resea^^^ Program 

' ^ ft 

at the yniversity of Illihois in Urbana. The design for the research 
oh the School requires a monitoring of the process of development and , 
change over time* This reciuiremeht , in turn, meaiis that cooperation of 
all participants is essential. It should be noted, therefore, that the 
researcli has :had the full and active support of the' Executive Deaii of 
the College, of ^Medicine, the Dean of the School of Basic Medical Sciences 
and his staff, the faculty, the local medical society and its members, 
and the students. Without their cooperation, a research program of the 
sort we are cxirrently engaged in voxild not be feasible. 

The support provided by the Bureau of Health Manpower Educa- 
tion permitted an extensive aaount of data analysis on a. range of issues. 



as""veli as Collection of interview data from the various pa'/ticipeiits in 
the program dtiring its first year'* of operation • Collection of the question 
naire jiata was supported by a variety of local ..sources; the instrunehts 
used are presented in the Appendices to provide -the reader with an over- 
view of the range of data sources used in the aha^l^sest 

The original "Scope of -Work" defining: the various papers and 
analyses required by the contract" consisted of a reasonably heterogeneous » 

discrete nmber of elements. To have^ foll^ various tasKs defined in 

_ _ . - - f . - - . ' 

that doci^ent in the sequence thatrjth appeared would have resulted in 

ah overall lack; of cohesivehess • For this reason, the report is organized: 

in a fashion which ^ while Ihclud^ " 

"Scope of Work" > provides sdfie sort of ovefMChing x^ In the very 

n4xt section^ the conclusions reached as a cohseq^^^^ 

and the implications drwm fr^ them will be jpresented, as will a brief 

discussion of the limitatioias of the design, ^he wctiph following the 

conclusions wd implications atte5g>t8 to of the basic issues 

in the field of medical education in the late 1960's in order to provide 

the context cut of which the hew program emerged. The program itself., 

which was developed, ih part, as a response to several of the issues 

raised in* that section, is described ih section IV. 

The actual data analysis is presented in sections Y t^iJ^pugh 

VII. Section V focuses on the initial conditions which the program faced, 

both in terms of the attitudes, 'beliefs and expectations held by physi- 

cians and students and in terms of. their socio-^demographic characterise* 

tics. In this section, there is an extensive analysis of the assessments 

of both physicians and students of the potential outcomes of the program 



as well as analysis of student expectations > profiles of both groups, and 
analysis of the extent of student pre-prcgraa professional socialization* 

The development and structure of the program are presented in 
section VI through analysis of the roles of iJhysician advisors, students 
and canpus faculty as well as a reviev of the ourriculuza* *rhe final sec- 
tion focuses on program outcomes during the first year, specifically the 
impact of the program on the continuing education of physicians and sva- 
dent perfomance. 

We^iil begin at the e^d^: in a sensei by presenting the conclii* 
sipris drawn from the various walyses and ct»me of the iroplieatiohs thvs© 
analyses and conclusions appear ^6 have for the field in the follwihg 
secticn. ^ 
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II CONCLUSIONS AND IMPLICATIONS 



A.- Introduction 

« _ -- , 

The purpose of this section of the report is to present the con- 
clusions reached on the basis of the data sinalyzed and to discuss both the 
prograimnatic aind the research implications of the findings. This section is 
located at the beginning of the report in ordjer to provide the reader with a 
brief overview of the most salient findings. For those who are interested, 
detailed suimharies are presented at the conclusion of each subrsectiori 
throughout the report. Hopefully ^ there is no neisd to emphasize the fact 
that there is :a lerigibhy: process involved between the coilectibn of a large 
body of data,, the ma3jrsis of these data, and the deWlopmeht of conclusions 
based oh these analyses. = To imderstahd the conclusions 'fully, therefore, it 
IS advisable to be aware of the. steps that were taken .along the way. To the 
extent that these steps meet the usual evaluative crite applied to rissearch 
activity, reasonable confidence cah^be placed in the conclusions drawni Deci- 
sions about the. appropriateness of various proceiures and analyses - as welL 
as the conclusions reached - of course, rest with the individual reader. 

As the various conclusions and implications are considered, two 
aspects of the research on which they are based should be borne in. mind. 
First, the analyses are based on the first year of operation of the hew School 
during which sixteen students were enrolled. Given the small size of the 
program initially^ and the fact that xapid expansion of the student body is 
anticipated in succeeding years , there, is no reason to assume that all condi- 
tions found during year-one will obtain over-time. Second, because of the 
newness of the program, many of the participants-administrators, students^ 
faculty and participating physicians alike-were involved in negotiating 



the roles which each vera to play. As a consequence, there was a degree of 
fluidity present during the first year which might net necessarily continue 
as the program ages* 

\Jith these two very general caveats as interpretive guides, a 
discussion of the conclusions can proceed. 
B. Conclusions 

The conclusions presented below are based on the results of the 
various data analyses perfpmed. The analyses thfemselves were based on 
multiple sources of information including questionnaires, interviews, 
cbservatiohs and adminis.t rati ve documents. The order in which they appear 
does not imply any particular priority ranking, nor should it be assimed 
that the list includes all possible conclusions that could have been reached 
In general, the attempt was to include items which bore on the goals of the 
program as stated by its administrators. 

The conclusions are: 

1. The results of the first year of operation of the new School 
demonstrate the feasibility of reducing the amount of time 
required for basic science training in medical school 'from 
two years^ to one . Students in the Urbana program .performed 
well on the year-end college-wide comprehensive examination in 
the basic sciences (no failures), and fifteen of the sixteen 
passed Part I of the National Boards. 

2. The results demonstrate that there are positive effects on the 
motivation of first-year medical students as a consequence of 
early exposure to patients in clinical settings . Students re-r 
sponded enthusiastically to the opportunity to spend time in 
patient care^ettings and were able^t"o~'*¥eer the^felevance'^of 
the basic sciences to clinical practice as a result. 



3» The results suggest that there vere positive impacts- on the 
continuing education of practicing physicians as a consequence 
of their involvement vith students in the medical education 
process > Local physicians in general perceived a need for main- 
taining their continuing education, and those vho participated 
in the program during the first year felt that their involvement 
enhanced their own. knowledge of the basic sciences* 
The results demonstrate- the pedagogical effectiveness of a pro- 
blem-oriented curriculum which places the burden of responsibility 
f03P iearhing directiy oh the student > In general, the students 
responded positively to the amount of freedom to determine the 
pace and sequence of their learning provided by a curriculum 
which was problem-oriented as opposed to discipline oriented. 

5. The results suggest _that it is inappropriate, to assiSae that prac- 
ticing physicians will respond homogeneously to a given set of 
non-monetary rewards in a program relying on voltintaiy participation > 
While some physiciaiis emphasized the importance of increased 
status within the medical community as a positive consequence of 
participation, other.s emphasized involvement with students and 
still others emphasized enhancetnent of basic science knowledge* 

6. Multiple demands on the time of practicing pKysicians create a 
sense of concern over, extent of involvement in a vbliintaiy program * 
While physicians were generally enthusiastic about the program, 
nearly all indicated that time pressures conditioned the potential 
scope of their contributions. 

7. While the overall cognitive and affective orientations of both 

^ ' ' physicians and students toward possible consequences of the new 



;ERiC 



7 



program. vere similar^ variability in these, orientations. re- 
flected instrumental considerations > Where differences in 
orientation appeared, they were found to reflect differential 
stakes the two groups had in various outcomes. 

8. The results suggest that the students in the program were 
typical of medical students in general in terms of their, 
expectations, their . socio-demographic characteristics ^and the 
extent of: pre-program prof essional, s6ciaiization > This conclu- 
sion, therefc^re-,— drndicates that their performance cannot be 
attributed to differential selectivity in the admission process. 

9* ^e results suggest that :there . is. no need .for .formal . differen- 
tiation of .roles within a medical :education program. utilizing 
practicing physicians, on the basis of. their type, of practice . 
An analysis of the characteristics of general practitioners and^ 
specialists in the medical community revealed few differences 
between the two groups indicating the advisability of such 
di f f erentiatioh . 

10. The results, suggest that a differential willingness to. partici- 
pate in, a voluntary program of thislsort is not likely to be 
contingent on a "cosmopolitan vs, local" orientation. It was 
found, however, that the numerical superiority of specialists 

in the community might have consequences for the kind of sociali- 
zation the students would experience over time, 

11. The results demonstrate the need to monitor the effects of 
variability in medical school experiences on the career choices 
of students . If there is concern. at the national level with 
producing proportionately more general or family practitioners. 
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more needs to be known about the differential effects of program 
structure on patterns of career choice, 

12. The results demonstrate the positive consequences for both physi- 
cians and students of flexibility in role definitions . Due to 
the relative lack of formal role definitions for both groups, 
latitude was provided to individuals to negotiate the terms 

of their own roles. This latitude permitted both groups .to work 
out solutions which met their own need's and the demands of t*:e 
program simultaneously, 

13. The, results suggest, that thefe\were positive motivational cohse- 
quences for participating physicians to work closely with their 
students because of the" common year-end exam' . Physicians tended 
to feel that the performance of their advisees would reflect on 
their own competence and were thus highly motivated to help .them 
learn what was required, 

lU, The results demonstrate the necessity to integrate the. roles of 
campus faculty and participating practicing physicians closely 
arid carefully , Netther group was satisfied with the extent of 
contact between them during the first year, and this lack of ' 
contact was one of the major sources of conflict during that time, 
Ci Prograjnmatic Implications 

In the preceding section, the conclusions offered were based on the 
data presented in the main body of the report. In this section, the discussion 
goes beyond the data themselves and explores some of the implications that the 
conclusions might havej both for the program analyzed here and, for other 
similar programs that might bo envisioned. 



1. Curriculum 

It appears that the curriculum developed by the new School offers 
some interesting and important alternatives to traditional basic science 
curricula. The use of a problem-oriented mode in conjunction with the early 
exposure of students to patients in clinical settings within an overall 
structure which places the burden of responsibility for determination of the 
pace and sequence of learning on the student had very positive effects on ^ 
student motivation and did not impede" performance on "standard examinations. 
The development of a computer based learning medium to supplement the more 
traditional^ media, while currently in the trial stage, offers some exciting 
alternatives as well^. It is conceivable that widespread adoption of this 
approach to basic science education (and clinical training as well) would 
effect a redistribution of time arid effort among medical educators permitting 
more time for research and changing the nature of the learning process from 
a routine, standardized lecture-laboratory format to a non- routine format with 
more 'substantive- interaction between faculty and students. VJhile it is likely " 
that substantial resistance would be encountered and valid concerns would be 
voiced, it does appear that from a cost /benefit perspective on effective re- 
source allocation and utilization the potential advantages- of this curriculum 
should be seriously explored. , 

2. The Role of the Practicing Physician in Medical Education 

The results of the first year of operation of the new School have 
demonstrated the feasibility of involving practicing physicians in the process 
of medical education; in fact, it could be argued that the results speak to 
the desirability of doing so. There appear to be several advantages to the 
approach. Although the evidence is not yet available, it appears that the 
use of physicians on a voluntary basis can impact positively on the skyrocketing 
costs of medical education without impacting negatively on the quality of the 
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education provided to the student. This kind of outcome is, of course, highly 
desirable and enthusiasm for it must be tempered by some serious questions 

f 

about the long-term viability of the non-salaried mode of affiliation* 
There is a good deal of evidence to indicate that the local medical community 
wanted a medical school for a variety of reasons, and that there was a good 
deal of local commitment to the effort to develop one. One must wonder about 
.the likelihood that physicians would continue to offer their services gratis 
on a long-term basis, however, as the widespread concern among physicians at 
the outset about the amount of time required indicates. 

Even if voluntary participation does not prove to be viable over 
time, however, the involvement of practicing physicians appears to be positive. 
If the trend toward re-examination of the qualifications of practicing physi- - 
cians as a condition of licensure continues, provisions for continuing educa- 
tion will assume even greater importance than they currently have. The 
results of the first year of operation of the School indicate that involve- 
ment of practicing physicians enhances their continuing education. The 
implication, therefore, is that the educational needs of both students and 
physicians may be met within the structure of the new program. While quanti- 
tative indices of the extent of impact on the basic science knowledge of the 
physicians need to be developed, these implications would appear to merit 
serious consideration from a policy point of view. 
"^3.^ The Concomitants of Growth 

One question whose implications merit discussion is .the question 
of what is likely to happen as the new program grows. Ciirrent projections 
call for an expansion of the student body to 128 by the year 1975* What 
consequences is this rapid expansion likely to produce? 
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To an outside observer, it is at least possible that the success 
of the program durins its first year of operation was a function of its 
newness. All of the various participants were conimitted to making it work, 
a commitment which resulted in the expenditure of large amounts of time and 
energy, particularly on the part of the administration. With the passage 
of time, however, it is likely that the original enthusiasm will diminish 
somewhat and will be replaced by routinization, standardization and bureau- 
cratization. There is some evidence to indicate that this is taking place 
during the second year. Thus, one might expect the outcomes over time to 
be less positive,^ holding size constant, and one might predict that with 
rapid expantion bureaucratization would increase at an accelerated pace, 
thereby exacerbating the negative consequences for outcomes. 

The prognosis based on past experience is not terribly optimistic. 
Organizations tend to stabilize and become inflexible over time, and it is 
apparent that,, in order to capitalize on the momentum generated during the 
first year, steps must be taken - particularly by the administration - to 
preserve the flexibility, and avoid the routinization that inevitably accom- 
panies increasing bureaucratization. The clear implication is that flexibility 
must be deliberately built in; in the absence of such precautions rigidity 
appears to be inevitable, and such rigidity would undoubtedly constrain the 
potential that the program offers. 
h. Toward a New Model of Medical Education 

At this point, I would like to indulge in speculation, speculation 
conditioned by observation of medical education settings over a two-year 
period. I claim very little expertise in medical education jer s£, but I 
do have some experience in organizational modelling and would therefore like 
to propose the barest outline of an organizational vision. 
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The relative success of the first year suggests some exciting 
dimensions of a new model of medical education. This model incorporates 
some of the elements of the program analyzed, but goes beyond* Particularly 
in the pre-clinical yeari:, the education of the student has taken place 
prim€u:ily within the relatively constricted physical boundaries of a school. 
There appeeurs to be a set of assvmptions about how lecurning takes place 
which is built into the organizational setting in which it occxirs, assump- 
tions which might usefully be re-examined. Why, for example, is it 
necessaiy that students be physically located in large groups in one place 
for long periods of time*? Are there really economies of scale which make 
this the most effective way to organize the learning process when the needs, 
of students,, faculty and practicing physicians together are entered in the 
cost-benefit (equations? 

< 

With the advent, of new curriculm designs, with 'the realization 
of the motivational bases of student performance, with consideration of the 
potential contributions and actual needs of practicing physicians and with 
the development of computer-based learning media, one can envision a ''medi- 
cal school" very different from what we are v\sed to. Specifically, I eari 
see a program in which the administrative emphasis is on general coordina- 
tion and quality control and in which the students are geographically 
dispersed, perhaps in small groups of five to ten, in communities within a 
distance of, say, fifty to one hundred miles from the administrative center. 
The center, with the help of remote coaputer terminals, would coordinate the 
activities of the students in general and would provide periodic testir^ 
and other forms of Quality control. The nexus of the learning situation 
would be removed, however, froL stately brick, stone and glass buildings in 
predominantly urban settings and located in settings where medical cere is 
being delivered. Students would have the majority of their contact with 
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practicing physicians and with facility who might be required to make periodic 
visits to the communities in vhich they were located, the rest of their time 
"being available for research. 

Admittedly, the preceding Is only a very rudimentary description 
of one possible model, but it appears to be a model which, when fleshed out, 
might increase the benefits to all participants in the medical education 
process by departing from traditional assumptions about organizational 
structure and education and by taking advantages of new developments in 
computer technology. 
D. Research Implications , 

Three genered research implications emerge from the design used 
in the study of the new School and are noted briefly below. 

1, Monitoring of process over time is essential if theoretical 
and policy implications are to be fully understood . To cite 
but one example of the importance of longitudinal designs, 
the impact of the new program on the career decisions and 
location of practice decisions of medical students cannot be 
determined on the basis of cross-sectional research. Given 
the importance of these two kinds of decisions for national 
health manpower jpolicy, investment in longitudinal research 
is the only strategy which is likely to pay off in the long 
run and to provide an empirically-grounded basis for policy 

" formulation. 

2. Multi-measure, multi-method approaches to evaluation are 
likely to enhance the quality of research results . Reliance 
on a single measurement technique or a single data collection 
modality can produce results which overlook important dimen- 
sions. At several points dxiring the research reported here. 



the quality of the interpretation was enhanced considerably 
by the availability of a variety of kinds of data. And while 
other researchers confronted by the same research problem 
might well have opted for other techniques, their results, too, 
would likely vary as a consequence of the range of measures 
and methods used. 
3* Cooperation of all participants in the setting is essential . 
As noted in the Introduction, the active cooperation of all 
participants was received. This cooperation would not have 
been forthcoming, however, had there not been substantial 
investments of time made in explaining the nattare of the 
research, in providing appropriate assurances of confiden- 
tiality and in providing feedback on the nature of what was 
being learned. The importance of this investment cannot be 
underestimated. 

These, then, in skeletal form are the basic conclusions and impli- 
cations drawn from the aneuLyses presented in the report. A variety of addi- 
tional conclusions and implications can be found in the siinmaries presented 
at the end of sub-sections and in the main body of the report as well. Those 
presented above represent a sampling. 

Turning from the end to the beginning, the following section focuses 
on Issues in the field of medical education in the 1960's, issues which to- 
gether comprise the context oiit of which the new program emerged. 
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III* ISSUES IN MEDICAL EDUCATION 

A» Introduction 

Analysis of the various components of the School of Basic Medical 
Sciences — and indeed of the school as a whole — would be at best sterile 
and at worst misleading were there no cori^^ideration of the social and edu- 
cational context in which it is encapsulated. The purpose of this section 
of the report is to present a variety of perspectives on medical education 
in this country - perspectives which hif^light basic issues in the field. 
It is in response to many of these issues that the new program has been 
developed and it is therefore important in understanding the nature of the 
program to be aware of the concerns being voiced in the field in the 1960's, 

The procedure followed in developing this section was to considt 
various bodies of literature popular as well as scholarly — and to talk 
with various individuals in the field. While there is no pretense that this 
procedure was exhaust ive» that is, that every puint of view was obtained, 
it is felt that a broad sampling of opinion iu' represented in the material 
collected. 

The discussion of issues that follows is in two sections. The 
first, which is somewhat discursive, presents a review of various perspec- 
tives. This review is followed, by an attempt to distill these perspectives 
into a set of issues in li^t of which the development of the new program 
can he discussed. 
B. Perspectives * 

The redesign of medical education and health services delivery de- 
manded by the exigencies of society is most difficult. We take for granted 
the rapid accretion of new knowledge and technology in the medical sciences. 
Prepared with the assistance of Frederick Brandt. 
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Yet, the medical school curriculum as a whole lags behind in developing ways 
to adopt new material and techniques into its program due to %rtiat appears 
to be an anachronism when introducing innovative ideas within traditional 
environmental and attitudinal contexts • By their very nature, comprehen- 
sive medical education and applied medical care have a strained continuity. 
But where we have a situation in which medical education must adapt to the 
demands and innovations in medical care and hei^tened levels of medical 
technology, then the normal sequence in which the medical school defines 
activities for the medical profession is modified. The medical school and 
its curriculum are themselves modified, and it is the changing pattern of 
society's needs and values whicii precipitates this change. Scientific pro- 
blems require^ only material solutions; societal problems are quite different 
in Inat their solutions relate to people who colle^ibively or individually are 
not easily restructured. 

There is a problem concerning the redefinition of the medical doc- 
tor's role. Max Weber's hypothesis regarding social change points out that 
chemging conditions call forth new types of individuals who are able to 
function more effectively in the new order. When the change of pace is 
very rapid as in the medical education system, it quickly outdates the skills 
and values of people who were successf\iL in the old order. 

Upheavels in the social order which have directly affected the 
medical education process include, according to Pifer (1970: ,80): 

a. A breakdown of professional authority with its concomitant 
new demand by the consumer of professional services that 
his voice be hoard. 

b. The essentially valid quest for social Justice by the 
young, the poor, and the oppressed. 

c. An attitude shift of American people towcird access to medical 
care. What until recently was regarded as a commodity to be 
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purchased by those who could afford it and dispensed as an 
act of charity to those who could hot is now widely regarded 
as a basic right* 

d* In the near future^ pressure will not be on the availability 
- of medical care per se, but on the national maintenance of 
individual health. 

In responding to these pressing factors, Pifer sees the need for 
medical schools to produce doctors as broadly trained in the social sciences 
as in the biomedical fi^ds in order for them to take thv- lead in organizing 
and bringing medical care to the disadvantaged, to study the social context 
of disease, and to tackle the enormous problems of health maintenance on a 
nationwide scale. These four factors - the emergence of a consumer voice, 
the quest for social Justice, the new attitude toward medical care as a right, 
and the concept of health maintenance on a national scale, together will form 
the matrix which will mold a r-^dically new health care system and a new. 
medical education system*. 

The raw materials of education - knowledge, imagination^ synthesis, 
and projection, are never ntatic. With the infusion of vast amoomts of new 
scientific knowledge, medice" educators are aware that they cannot teach 
everything that is important and most of what is taught will be discarded 
and modified by new information in a few years. The lag encountered in the 
incorporation of new knowledge into the existing medical curriculum is a 
major problem. In change, not all groups within the academic community are 
in the same phase of cycle in adopting new knowledge end teaching techniques; 
thus, the coherency of the medical school educational process is strained, 
as Funkenstein (1968) has pointed out. 

According to Jacobson (196?), the Flexner Report in 1910 produced 
a more homogenous medical education whereas current upheavel promises Just 
the opposite. Flexner exposed the wide variation in quality of early 
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twentieth century medical schools and recommended a strong dose of 
standardization and uniformity to insure improved quality .control. But 
today, the wide variety of demands and pressures on the medical profession 
expose only rigidity in the educational process used over the last fifty 
years. Ironically, the force behind Flexner^s much needed reforms of 
standardization was the need for quality, and it is in the name of quality 
that reforms in the direction of diversification in tne medical curriculum 
are being urged today. 

The list of society's needs and demands irpon the medical profes- 
sion is endless. Pifer (1970) argues that medical education must foster 
the study of systems, on a national level if necessary, of comprehensive 
health care, of costs, of the factbars affecting ' Ith, of the design and 
administration of health facilities, of consumer needs, of new technologies 
that can improve efficiency, of the very meaning of health and the relation- 
ship of it to the other social sciences, etc. 

In response to these needs, Simon (I967) sees the CTirrent goals 
of medical education as: 

a. To effect the physiciah-scientist synthesis on the medical 
students. 

b. To orient the students' thinking and behavior toward the 
problems of disease prevention and cure. 

c. To train the' students as leaders of teams. 

d. To become concerned with the rendering of care and the 
quality of care. 

e. To encourage the students to becpme informed of community 
needs . 

f. To imperatively convince the students of the need for 
their continuing education. 
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Many questions have arisen over hov the medical curriculum mi^t 
adapt to trends in the medical profession such as the marked movement of 
doctors and students alike toward specialization. With the explosion of 
new knowledge in the sciences. Turner (1967) has suggested that only indi- 
vidual departments within .the curricxium can keep up their development. 
Hie departments grow apart by becoming intensely immersed in their parti- 
cular field without concomitant developments in administrative techniques 
to maintain the overall cohesiveness of the cuiriculimi. A recognition that 
individual specialty programs in medical education require varying lengths 
of instruction contributes to the erosion of the four year block, as the 
proper length of time for formal schooling. Internal and external forces 
continue to call the traditional medical curriculum into question. Some 
of these questions, according to Jacobson (1967), would be: 

a. Should every student know the detailed anatony of the 
skeleton when only a few will make use of the information 
in later practice? 

b. Should any medical student leave school without exposure 
to research .experience? 

c. Should we tailor medical education to meet individual needs? 

d. Is sufficient career counseling provided for students? 

.e. When should decisions about specialization be made, first 
year? Third year? 

f. Are four years too long for formal medical education? 

g. Should continuing education be the medical school *8 respon- 
sibility? 

There is a growing recognition that many disciplines within the 
arts and social sciences are playing an increasing role, esp3clally in 
areas such as family and comprehensive medicine. Maiy educators complain 
that the introduction of these disciplines complicates the curriculum and 
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breaJcs down the departmental distinctions between the traditional disci- 
plines of the medical curriculum, (Turner, 1967)* It is also charged that 
while more is added to curriculum content and structure, little is eliminated 
ftrom the cumbersome program (Luginbill and Andrews, 196?) • Few departments 
are willing to cut any part of their program. Ifew medical, schools seem to 
provide the best- medium for curriculum modification. Before a medical school 
is started is the optimal time for curriculum change and innovation because 
vested interests of faculty have not yet been established. 

The traditional curriculum is inadequate in the student's eyes - it 
lacte flexibility. Pellegrino (1969) has argued that much of the work is 
seen as irrelevant to present day professional demands, and that it inhibits 
the development of motivation for self education. There is a sharper differ- 
entiation of student interests and capabilities, a closer appreciation of 
the need for individualizing the medical curriculum. Students feel that 
the homogenization of the traditional curriculum is no longer suitable, much 
of it being too abstract and without pragmatic value. Yet, the student seems 
to be in a poor position to make his grieveuices known because communication 
in general between students euid faculty has not been a strong point, ( Jacob- 
sen, 1967). 

Becker (1961) observed that the environment of the first year is 
so structured that freshmen are virtually isolated from everyone but their 
own classmates and faculty. Students attend few university functions; they 
have virtually no student government or other extracurricular activities. 
As recently as ten years ago most students were interested primarily in 
working with people, an interest which corresponded to that of the tradi- 
tional medical practitioner. Since then the profile of student interest has 
changed considerably. The nimiber of student/clinicians has declined 
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markedly while at the same time the scientist, and to a lesser extent, the - 
psychiatrist, have become the prominent figures in academic medicine 
(Fmkenstein, 1968). 

Changes in the interests and aptitudes of incoming medical stu- 
dent:3 create pressure for curriculum modification. Some of these changes, 
according to Funkenstein (1966), include: 

a. The effect on students of the increasing enrollment in 
colleges . 

b. Changes in attitudes of the students producing much \mrest. 

c. Increased consultation of psychiatrists by students. 

d. An increase in the number of students taking a leave of 
absence for a year. 

e. The effect on students of new teaching and learning techniques 

f. An increasing voice that students have obtained in the evalua- 
tion of teachers, policies, curricula, and teaching techniques 

Students are increasingly critical of the conservatism of the , 

medical profession and its apparent unresponsiveness to rapid social change. 

Some students want to depart from the notion in medical education that the 

student is isolated in an other-worldly place, the ivoriest of pure ivory 

towers, and that medical students are different, subdued, more serious. 

New activism of medical students is directed at two issues: curriculum, and 

the interaction between the medical school, students, and the community. 

One manifestation of this activism was the founding by William Bronston of 

the Medical Student Forum to discuss human and social needs, and issues not 

included in formal curriculutns . This group has evolved into the Medical 

Student Conference and addresses itself to the question of how to structure 

and organize medical care for the urban ghetto (Michaelson, 1969) • 
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Current negative generalizations about medical education include 
criticisms that it has contributed little toward the improvement of the 
practice of medicine, that medical educators have very little understanding 
of what comprehensive medicine truly is, and that family practice is finally 
an accepted specialty but severely deficient in providing residencies in 
family practice. Other grievances cite a trend toward the use of full time 
faculty in the clinical areas and the spuming of practicing physicians in 
the intimate teaching of medical students. In this regard, medical facilities 
in general are seen to have little sensitivity to medicine as it is practiced 
in the' real world. The curriculum is considered woefully lacking in such 
areas as the teaching of comprehensive medicine and continuity of care 
(Pisacano, I969). 

Teaching comprehensive medical care is difficult \ander the condi- 
tions found in the teaching medical center. One study reported that, on the 
average, 250 adults of a population of 1000 will consult a physician in the 
course of one month. Nine will be hospitalized and one referred to a uni- 
versity medical center. Only one of 250 people who consulted a physician 
will be referred to a medical center, yet we continue to educate young physi- 
cians by his seeing only one of the 250 who go to a medical center. Critics 
of this circumstance would prefer a more diversified case approach to the 
teaching of clinical medicine since it is recognized that 9^% of all medical 
graduates pursue the practice of clinical medicine (Pisacano, I969). 

Consistently, voices are heard proclaiming that medicine is a 
social* science. It sounds like a truism, yet medical education refonners 
maintain it cannot be repeated often enough because many in medical education 
act as if medicine were a natural science and nothing else. Reformers accuse 
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conservatives of smugness when they state that medicine has no pro'bleins 
other than those of its -own success. Reformers point out that medical care 
problems cannot be solved through scientific innovation alone. 

Medical education has accepted as inevitable a dichotoiny between 
science and art and has tried to adjust itself accordingly. Evident in 
the prevalent separation of the preclinical from the clinical years in 
medical school, the reformer accuses the conservative of speaking about 
the education and training of future physicians as if they were not related 
CMillis, 1968). Tiie result has been a serious discontinuity .in the process 
of medical education. 

With so many pressures coming from sources ranging from technology 
to popular sentiment, the curriciilar trends seem to find a secure commitment 
in specialization. Studies concerned with the content of specific courses 
found wide diversity between medical schools (Funkenstein, 1966). The 
better schools choose depth of instruction in selected areas, rather than 
superficiality in all (Turner, 1967). Tlie student is asked increasingly to 
choose, which leads to elective opportunities both within courses and within 
curricula as a whole. The result is, of course, that the educational exper- 
iences of individual students will vaiy enormously within the same school 
and from one school to another. Independent study programs hope to relieve 
the lack of flexibility in curriculums which tend to hinder concentration on 
an area of greatest interest and stifle creative student interest, as 
Funkenstein (1966) has pointed out. Jacobson (1967) found that improvement 
in medical school curricula was being sought along with the follo;7ing lines: 

a. There must be better and continuing evaluation of curricular 
programs . 

b. Concern for improving formal instructional methods. 

c. A more fundamental biological education. 
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d. A shorter standard curriculiim and an individ\ialization of 
educational offerings. 

e. The integration of educational information along inter- 
departmental lines. 

f. An early exposure to clinical medicine. 

g. Greater opportunities for research. 

The medical sclxool faculty is also experiencing social change. 
Faculty have increasin/;ly considered research as a higher form of scholarly 
endeavor than teaching; moreover, teaching is generally poorly rewarded and 
carries little prestige. 

The faculty is asked to play multiple roles: they have to become 
educator cum researcher cum consultant. However-, medical professors who 
must carry out research, consult with health agencies, and treat patients 
as well as they can no longer be expected to. concern themselves with the 
personal development of their students. Funkenstein (1968) argues that 
earlier criticisms of faculty "in loco parentis" are currently criticisms 
of faculty "in absentia". 

Reformers such as Fiankenstein maintain that the myth that excellence 
in research makes for excellence in teaching must be discarded and that 
teaching must be professionalized with the help of consultants from schools 
of education. Most professors of medical education, they argue, have no 
real knowledge of the pedagogiceil techniques taught in schools of education. 
In- these circmnstances it is difficult for curriculum planners to even 
approach the problematic question of how much exposure to research in rela- 
tion to patients is appropriate. Students need close counseling when making 
such decisions. The remedy employed in the past assigned a tutor to advise 
and counsel the student as the need arose. It was felt that for the student 
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to have a significant learning experience, the background of knowledge the 
student lacked would have to be provided by the counselor. This approach 
has been attempted several times but has met failure due to varying levels 
of tutor competence. 

Other problematic issues center on the "definition" of the curri- . 
culum. Those '^ho advocate a more "scientific curriculum" are seen as 
neglecting such points as the possibility that many institutions will have 
neither the desire, nor the faculty or students for so rigorous a program, 
and that some courses such as bacterial genetics might be better taught at 
the xandergraduate level. 

Controversy over the place of formal classroom teaching continues. 
Some say the formal classroom may be a poor place to educate mediceuL students 
and that its prominence ought to be diminished. Others recommend that mediceuL 
educators make formal classes more meaningful. While it is deadening to spend 
eight hours in formeuL classes, there is nothing quite so economiceuL as a 
formeLL lecture for communicating concepts and facts (Jacobson, 1967)* 

Time and methods devoted to the teaching of basic and clinical 
medicine create another area of potential discontinuity. There is an inex- 
actness of method in the clinical sciences where a student is taught how to 
draw correlations between symptoms and molecular pathology. This (Simon, 
1967) contends, is in contrast to the methods of the basic sciences where 
there are lODre precise definitions and stricter control over variables. The 
basic sciences deal with piocesses common to most living organisms, the 
clinical sciences deal with single individuals, and preventive medicine con- 
cepts de£LL with groups. The task of medical' education is to effectuate in 
the student the synthesis of these three orientations. 
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However, some danger exists where the student would conclude that 
the solxition of human problems depends on so many uncontrollable and even 
non-measurable variables that scientific methods and critical though pro- 
cesses might best be reserved for problems at the organic, cellular, or 
subcellular level, and that human problems should be dealt with on an ad hoc 
enroirical basis. It is partifilly in reaction to this empirical, non-scien- 
tific approach that most medical curriculum require intense concentration on 
scientific methods and rigor, almost to the exclusion of the humanistic 
aspects of medicine. Reformers fear the students would continue to prefer 
that most aspects of preventive medicine be delegated and fail to recognize 
public programs' need community minded, scientifically trained M.D. 's. 
Traditionally, the medical professional has viewed himself as someone sought 
by those in need of services. There is a growing demand according to Simon 
that the physician be the advocate of health care for the community. 

The transformation of an individual from a broadly oriented, human- 
istically inclined yet relatively uncritical student into a critical, analytic 
logical and scientifically oriented physician is one of the aspects of pro- 
fessionalization brought about in medical education. Cynicism often occurs 
simultaneously, but loss of idealism is considered of minor import when com- 
pared with gains in other directions. 

Educational techniques give growing attention to the problems of 
learning rather than teaching. Luginbull and Andrews (1967) suggest that 
the professionalization of a student results not so much in what he is 
taught as in what he learas. Educators are searching for methods to improve 
the environment for learning in the medical school. 

Medical educators maintain one would be hard put to find evidence 
supporting the statement that there has been an explosion of medical know- 
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ledge comparable to that in the basic sciences • Millis (I968) contends 
that medical knowledge in its impact on clinical practice has made little 
progress in the last twenty years and is virtually at a stand-still. The 
growth rate of skill is essentially linear, that is , an arithmetic progres- 
sion. Knoxfledge seems to e^diibit a logarithmic growth pattern, that is, a 
geometric pattern. Thus, there is a time lag between discovery of knowledge 
and its useful application in a practicing art. 

This dislocation of developmental phases lends different philoso- 
phies to the teaching of medical concepts. Some professors rely on an active 
learning process and place less emphasis on passive memorization. At the 
urging of professors who deplore this approach as a "failure to teach the 
facts", many students enroll in more factual courses and are soon discouraged 
from pursuing any further studies in biology by the mass of details to be 
memorized. Students have twc views about course material. They have to 
decide whether something is important according to whether it is important 
in medical practice, or whether it is something the facult;y wants them to 
know and will test them on. Becker^s study reveals that 3h% of the students 
sampled consider important what the faculty wants, while 22% chose to focus 
what they considered to be important for future practice. The students 
seemed to have a largely provisional perspective, one grounded in immediate 
demands of high academic performance. 

Medical educators realize that grades reflect ability and motiva- 
tion with regard to the mastery of information, but by themselves are not 
as valuable as a profile of performance covering a wide range of criteria. 
They hope to ameliorate the disjunction that has developed between method?, 
of learning facts and skills. One possibility suggested by Geertama and 
Chapman (I967), would be to modify the evaluation system to mirror the 
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departmental and learning integration sought* 

In caricature, there appear to be two medical education philoso- • 
phies. The first is groxmded in a combination of intuition, logic,* and 
practical experience; the second has its roots in behavioral science and 
educational research. Reform of medical education can follow either of 
these two modes (Hess and Lebitt, 1969). 

In the first approach, a medical education committee responds to 
general' dissatisfaction, reviews its own curriculum and that of other 
schools, proposes a new curriculum, debates the pros and cons, and then 
some form of revision is usually made. This approach is usually taken, and"' 
has resulted in the rearrangement of courses within the four year program, 
alterations in the time schedule alloted to medical education, tailored 
programs to focus on specific kinds of students, innovative programs to pro- 
duce certain kinds of graduates (comprehensive medicine, or academic medi- 
cine), and increased emphasis on the learning of the scientific approach to 
inquiry in the lab, at the bedside, and in the clinic. 

The second approach is shaped by the behavioral sciences and edu- 
cational research. It asks such questions as "how do hmnan beings learn, 
and what factors in the learning environment are the most effective in pro- 
moting planned learning?" This philosophy has given rise to programmed 
instruction: audiovisual media, computer-aided instruction, simulation 
techniques, and application of group learning theory. Advocates of this 
research-based philosophy are more interested in what has been leeumed than 
what has been taught. It has become clear that students differ not so much 
in what they learn as in how fast they leeum. This approach seeks to remove 
impediments to learning, and introduce instruments designed for quality 
learning experiences. 
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Apart from these two philosophies, many clamor for an increase in 
the offering of liberal arts courses to insure the total learning experience. 
Critics of this goal point out that medical students should not take liberal 
arts courses at the expense of needed science courses; are not science 
courses in themselves contributing to a liberal education? Further they 
ask: "Can a liberal education be assured by entrance requirements, or 
assumed because one has attended liberal art.s courses?" 

The combination of a "core curricxilum" of basic sciences and elec- 
tives has several problems. These, according to Jacobson (196?) include: 

a. To offer a fixLl range of elect ives a school must have a 
large full time faculty and provide excellent counseling for 
students; many schools lack the resources to do this. 

b. Many students do not decide on. an area of specialization 
- in^^medical school, and what if^they change their mind 

after taking many electives? 

c. Tvo years of electives represents lost time to a student 
who knows what he wants. 

d. How do we determine if "instant education" (a concentrated 
block of studies) is more effective than a leisurely pace, 
and for whom is it appropriate, a general practitioner or 
aJieart specialist? 

Minis (1968) points out that certain assumptions upon which teach- 
ing methods have been selected have consequences unintended by medical educa- 
tors. These assumptions are: 

a. Knowledge and skill are quite separable and therefore can 
be handled independently of each other. 

b. If one wants to teach a skill, that is, an art, there must 
be an absolute identity between the ends to be achieved 
and the means employed. 

c. The student can learn that which he is taught. 

d. The student can supply all of the correlation between 
knowledge and skill and the synthesis that may be 
required. 
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The consequences of these four assumptions are reported to ^e: 

a. Discontinxiitjr in the program itself, independence on 
courses, and in the medical institutions and the profession. 

b. A continued dependence upon apprenticeship as the 
principal educational method. 

c. Duplication of effort in non-integrated course offerings 
within a curriculum. 

d. Many of our institutions are anachronistic - organizational 
forms put together one, two, .or even three hundred years 
ago to accomplish tasks which were really quite simple,to 
achieve single purposes, and under conditions of substantial 
stability. Obviously, this is no longer the case* 

One flaw makes the system of apprenticeship impossible to use in 
the current epoch according to reformers. The objective of the apprentice- 
ship is to transfer from the master to the apprentice all that the master 
knows, and no more." Therefore, the ceiling of educational aspirations of 
the apprenticeship system is the knowledge of the master. This system may 
have worked well when the rate of discovery of new knowledge was relatively 
slow and the rate of discovery of new skill was even slower. But now the 
educational objective must be to provide a mechanism wherein the student 
of this generation must surpass the teacher and the apprentice must surpass 
the master. 

Almost profound influence of any departure from the master-appren- 
tice relationship will center on the criteria used for identifying completed 
professionalism. If students initially Just cover the high -points of the 
field in order to permit them to specialize at an earlier stage, the cri- 
teria for medical competence in that area in relation to the other areas 
of medical education will need to be redefined. The educational system 
is a somewhat mad world in which we hold time as a constant and allow 
achievement to be a variable. There must be found ways of shortening the 
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time period of medical school without lowering**the quality of the graduates. 
!Ihis, according to Hess and Lebitt (1969)> would place a greater burden on 
quality control, the heart of which is the educational measurement system. 

Much dispute comes from discussion of evaluation within any edu- 
cational system. The preparation for and duration of medical school marks 
a time of intensive academic competition for students. Many feel the 
exaggerated atmosphere of competition is not good preparation for the future 
physician who will h to work coopei-atively with other physicians and 
health care personnel. As it is, stx\dents usually understand their eventual 
role as tharSjf an individual physician dealing with individual patients. 
They do not perceive themselves as leading teams or dealing with population 
groups. 

Beginning students generally find that medical school will be 
different from college, where what they learned often had little direct 
application to their li/es. In medical school they 'think everything that 
is taught will be relevant to the clinical year£, and to medical practice 
after graduation. This can hardly be the case as they later find out by the 
very nature of the curriculum: for example, the future psychiatrist often 
does not see what part bacteriology will play in his future practice. 

Becker found that while faculty and medical« educators in general 
emphasize the importance of continuing education, students feel that medical 
school is the end of one important phase in their training and not necessarily 
Just the start of a lifetime of training. Student perspectives proceed 
from ass^araptions qtjite different from those of the faculty abovA tne nature 
and purpose of medical education. Studies show these disparities to be 
presiimptive evidence of student autonoiqy. Becker maintains strongly that 
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the student's perspective is provisional, that is, largely short term, 
except for some rather vague long term ideals. It is the students them- 
selves who must solvf. tJieir overloaded study problems, A lack of a consis- 
tent faculty philosophy turns students back to themselves for solutions to 
their problems. Faculties of state universities must always keep the pro- 
bability of student rebellion in mind, since i..3tances of complaints to 
the state legislature have been known to occur. ^ 

Students must decide whether some course work is important accord- 
ing to whether it is important for future medical practice or whether it is 
what the faculty wants them to know and will .test them on. The nature of 
the curriculum plays a part in what perspective the student assumes. For 
example, gross anatony and microanatony demand different techniques of 
teaching, studying, and examinations. 

Controversy arises over the appropriateness of and emphasis on 
the educational methods as well as the merits of these different techniques: 
in gross anatony, a student must organize his' study — it is considered a 
"thinking course"; in microanatony the coursework is highly structured and 
considered a "spoonfed course". The desired curriculum continuity ^nd inte- 
gration has a ma,^or stumbling block here. 'Ihere are structural problems 
hindering the integration of curriculum material; while microanatoiqy might 
study all the news at once, labwork dissection is done in layers, and it is 
impractical, if not impossible, tr ace all the nerves there at one time. 
A well integrated curriculimi program will require an excellent supradepart- 
mental organization to reconcile this and other disparate aspects of 
medical education. 

Of the many lists delineating the problems of medical students,. 
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that proposed by Punkenstein (1968) appears to be somewhat representative: 

a. Difficulties in orienting to the medical school environment. 

b. A marked sense of competition. 

c. A scarcity of leisiire time. 

d. A loss of close relationships with faculty members. 

e. A decline in the caliber of teaching. 

f . A problem of challenge and response. 

g. Lack of relevance. 

h. Conflicting demands. 

i. Anachronistic skills and values, 
j. Prolonged dependency. 

k. Financing a medical education. 

Students often have their unrealistic expectations broken as they 
encounter these problems. They are characterized by experiencing high levels 
of anxiety; a significant nuniber of medical students display all the usual 
adolescent problems of personal development in greatly magnified form. They 
find it difficult to make deep friendships with other classmates since they 
must relate to them in a competitive way. At every turn, students need to 
learn what is expected of them in their new environment and to evaluate 
their performance. Often these role expectations are in conflict . 

Faculty members hold Ph.D. *s in the preclinical sciences rather 
than M.D. *s,and lab assistants are grad students in these disciplines; as 
Becker demonstrates, neither serve as career models for beginning medical 
students. Marked confusion is created in students by contradictions in 
what is expected of them; the faculty members press them toward academic 
careers, while practitioners encourage them to enter private practice. 
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Funkenstein (1968) argues that students are afflicted with a lack 
of proper orientation, overwhelming workloads and lanrealistic academic stan- 
dards, a lack of coherent counseling and professional help as reouired, a 
need for meaningful interpersonal relationships, a lack of adequate health 
services, a lack of control over their own destiny, and inadequate channels 
of communication. 

Further, medical school curricula were not designed for the in- 
creasing diversity and the marked specialiridtion of students entering medi- 
cal schools today. It is said that colleges are becoming pre-prof essional 
institutions because of rising specialization and the large numbers who 
are planning to enter graduate schools. Ideally, medical science courses 
should form a continuum with similar undergraduate courses. This is only 
possible with consideration given to individual students* preparation and 
needs, and cannot be fulfilled with a one-design curriculum. 

Increasingly, we see the presence of new kinds of professionals ~ 
psychologists, social workers, and occupational therapists — involved in 
the care of patients. This has been the result of a change in the conceptuali- 
zation of causality in medical care (Millis, 1968). Just as it is recognized 
that the lack of insulin is not the cause of diabetes, more eii5)hasis is 
being given to the implications of social problems the precede or are in 
conjunction with biomedical problems. The need is urgent for medical edu- 
cation to provide the means for new physicians to work in concert with 
these professionals in common understanding. 

At the organizational level, Hubbard and Howard (1967) have • 
argued that program size is an important influence on the kinds of exper- 
iences that medical students are likely to have. In characterizing the 
nature of this influence, they suggest that the advantages of the small 
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medical school include at least the following: 

a. Individual attention can be rendered to each medical student. 

b. Presents a maximum opportunity for independent initiative by 
students. 

c. The student body is likely to be homogenous, teaching func- 
tions can be more easily and probably more effectively 
carried out in these circumstances. 

d. Provision of a potential opportunity for the determination 
of a specific educational objective, is, family practice or 
academic medicine. 

Among the disadvantages of the small medical school are these: 

a. The small number of students cannot Justify a large faculty. 

b. The inability to marshal strong across-the-board financietl 
support . 

c. It is often unable to provide adequately for certain very 
expensive facilities which- all medical schools, large or 
small must have. 

The advantages of the large medical center include the following: 

a. It can include the individuals with expert knowledge in 
highly specialized fields. 

b. The presence of a heterogenous student body exposing 
students to others who have widely varying backgrounds and 
with different interests and abilities. 

c. An opportunity for meaningful interaction with other health 
science personnel, a good exposure to the "team approach". 

d. It can initiate new programs fjrom existing strengths. 

e. Its large financial base can make investments in the support 
of certain very costly central facilities and equipment. 

f . It can provide continuing education on a substantial scale. 

g. It can provide clinical consulting services to the local 
community . 

The large TvOdical center, however, is by no means without disad- 
vantages. These include at least the following: 
a. Problems of communication. 
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b. A decrease in the feeling of involvement with the institirtion 
on the part of the faculty member. 

c. The strong departmental system required for administration of 
the complex, large medical center leads to fragmentation of 
the teaching program and places serious obstacles in the way 
of the development of meaningful interdepartmental teaching 
programs . 

d* The large department, advantaged by the presence of experts 
in various special areas, is in some measure disadvantaged 
by the variety of their interests. 

e. It requires a large clinical base which requires provision of 
services substantially beyond those necessary for the teach- 
ing program per se. 

f. Extremely difficxilt coordination responsibilities are placed 
on the administration and department chairman. The proposition 
that there is an inherent inverse relationship between medical 
school class size and quality of instruction is generally 
rejected. Also rejected is the assumption that the modern 
medical center's size, complexity, and problems are due solely 
to the number of medical students in the environment. 

In a somewhat different vein, efforts have been increased to en- 
courage a more lasting liberal education for medical students. Features in 
the new curricula which serve to further this end include an earlier entry 
into the medical school which should rel' ve the student of seeing his liberal 
studies as a necessary nuisance before getting at the medical studies which 
really interest him. The humanities may be more palatable to today's stu- 
dents if they are presented in the course of their medical education and 
then are related to the existential problems and clinical situations they 
encountered daily. Physicians can also expect that their liberal studies 
vill become part of their continuing education. 

One new trend is alarming established physicians. An increasing 
nvjnber of physicians feel that private practice of medicine no longer 
commands prestige, that it will be taken over by the government, and that 
sooner or later their independence will be lost. Several events have 



37 

contributed to this feeling. There is a built in tendency toward obsole- 
scence of certification examinations due to scientific advancement, and it 
is also said that such examinations test the school or the department more 
than it does the st?tdent. This increases the clamor for national unity isi 
professional examinations. This trend along with the changing attitude 
that the med:lcal manpower shortage is a national problem have precipitated 
growing governmental concern with the medical profession and its education 
system. 

Established physicians maintain that the healthiest part of our 
heritage clearly identifies one physician as responsible f*or one patient, 
and they view with alarm anything, including excessive organization, that 
threatens to diffuse that responsibility (Popper, 1967). One result of 
this position is the AHA discouragement of federal aid to medical students 
even though the student's medical education represents an investment of 
$60, 000; nearly half of all medical students come from families in the 
upper 10% bracket of income nationally, with predictable consequences for 
the distribution of health services on a national basis. These, then, are 
some of the perspectives "in medical education that emerged in the 1960*s. 
In the following section, an attempt will be made to synthesize what appear 
to be predominant themes as a way of defining basic issues in the field. 

C. Synthesis 

Despite the apparent diversity of the views presented above, 
there are areas of convergence. Basically, it seems that the field of 
medical education was highly volatile as the current decade beg^in. The 
ferment was created, in pert, by the inability of social structures in 
medicine to adjust rapidly to demands occasioned by new developments in 
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medical technology and, in part, by changing values and priorities regard- 
ing the nation •s health. Whatever the underlying causes of controversy and 
debate in the field of medical education, the effects have been pervasive; 
none of the actors in the medical education "system" has been immune. The 
issues that emerge are diverse in that they reflect the concerns of a variety 
of individuals occupying a variety of positions in the system; the conver- 
gence that is evident tends to occur among individuals occupying similar 
positions. 

The foregoing remarks suggest a way of grouping the issues in the 
field* Since it is Tiighly likely that one's position in a system will deter- 
mine, at least in part, his view of that system, issues will be presented by 
category of systemic position. Ihus, the discussion will focus on definitions 
of issues by administrators, practicing physicians, students, faculty, con- 
sumers of health services and legislators and will be in the form of questions 
posed by each group. 
Administrators 

1. What can be done to control costs of medical education in the 
face of increasing operating expenses and demands for increased 
outputs? 

2. What kind of curriculum will meet the needs of both students 
and faculty? 

3. How can the need for individualized instruction within more 
flexible curricula be reconciled with the continuing need for 
basic research? 

U. What efforts, if any, could or should be made to increase 
access to medical education opportunities for the disadvan- 
taged and .minority group members. 

Practicing Physicians 

1. How can the practicing physicians possibly keep abreast of 
new diagnostic and treatment techniques? 

2. What role, if any, could or should the practicing physician 
have in the medical education process? 
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Students 



Faculty 



3. Through what means can the practicing physician learn 
behaviors which are appropriate in the "team approach" to 
health care delivery? 



1. How can the applicability of the basic sciences to clinical 
training and practice be demonstrated? 

2. How can differential abilities, motivations and learning 
paces of students be effectively encompassed within a 
medical school curriculimi? 

3. How can the medical education experience be made more "relevant"? 

k. How can the process of medical education be organized so that 

student performance is enhanced while dissatisfaction is reduced? 



1. By what mechanisms can the faculty be motivated to take advan- 
tage of new developments in educational technology? 

2. How can the time of the faculty be organized so as to optimize 
both the teaching and research functions? 

3. Can effective distinctions be made between the roles of teacher 
and researcher in the medical school setting? 



Consumers of Health Services 



1. What can be done to insure that health care is more evenly 
distributed across populations? 

2. How can new doctors be trained so as to insure that they do 

not lose sight of the fact that they are diagnosing and treating 
human beings as opposed to "cases"? 



Legislators 
1* 



What kind of policy can positively affect the distribution of 
physicians, i.e., encourage more physicians to practice in 
rural areas? 



2. What kind of policy can positively affect the supply of physi- 
cians, i.e., increase the supply to the point where the ratio 
of providers to consumers is "reasonable"? 



3. Given the rapidly increasing costs of medical education, what 
kinds of support, if any, should be provided by the federal 
government to medical schools? 



The issues as defined by the preceding questions appear to be 
representative of many of the concerns articulated by and about the aedi- 
cal education conmunity during the 1960*Sc Costs, curriculuiii design, 
social relevance, distribution of services emd manpower deficits all are 
issues which emerged in the context of a value system defining medical 
care as a rigjit of every citizen. These issues together constitute the 
context out of which the new program analyzed in this report emerged* 
Without some appreciation for the amount and nature of the controversy 
swirling within the field at the end of the decade, the rationale for 
many of the elements of the program described in the following part of 
the report would be difficult to ascertain. 
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IV. PROGRAM DESCRIPTION^ 

A. Introduction 

As indicated in the previous section, the intensity of organized 
concern for the health of the citizenry has recently reached new levels of 
intensity in th^ United States, with high priority being placed on improving 
the nation's health by the present Administration • While this global con- 
cern has a great many specific components, one aspect, in particular,- has 
been the subject of widespread debate — the training and utilization of 
health manpower. It has been argued that there is a lack of trained physi- 
cians and that health care delivery suffers as a result. A solution often 
proposed, if the premise is accepted, is to increase the production of doc- 
tors thipugh the creation of new medical schools, the shortening of the 
training period, or some combination of the two (Fein, 1967; Sheps and Seipp, 
1972)- 

At the same time that questions about the adequacy of existing 
levels of trained physicians are being raised, questions about the nature of 
the educational technology most appropriate to trie production process are 
also being raised (Stetten, 1971) ♦ Curricula are being revised in the light of 
criticisms of the traditional Flexnerian model of medical education, and 
new assumptions about the nature of the training that ought to be provided 
are being made (Martire, 1969; Houser, 1971 )♦ 

Overlaying both sets of questions is the spectre of the rapidly 
expanding costs of medical education. Many medical schools in the United 
States are currently facing severe financisil crises and are searching for 
ways of resolving them (Walsh, 1971) ♦ Federal subsidy of both the costs of 

* This section was adapted from John R. Kimberly, Innovation in Medical 
Education; A Social Science Perspective > presented at the Third 
International Conference on Social Science and Medicine, Elsinore 
Q Denmark, August 1972. 
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construction of new schools and of maintaining existing or slightly increased 
levels of operation of existing schools has been widely discussed as a possi- 
ble solution. It is not at all clear at this point in time, however, that 
such governmental intervention is highly desirable either from the govern- 
ment's point or view of that of medical educators. 

^''Tffese three contextual constraints — increasing demand for trained 
physicians, dissatisfaction with traditional programs of medical education, 
and mushrooming costs of medical school operation — have led to a variety of 
responses at the organizational level designed to produce changes in both 
the form and content of medical education. The purpose of this section of 
the report is to describe one such response. This description is designed 
to demonstrate the ways in which this new program has been designed to con- 
front some of the issues in medical education discussed above, as well as to 
introduce the characteristics of the program to the reader. 
B. Characteristics of the Program 

The program to be discussed herein is, in actuality, a new School 
of Basic Medical Sciences which is a part of a midwe^tem state university 
College of Medicine. Having enrolled its first class of students in the fall 
of 1971 » the school represents an attempt to create an innovative response to 
many of th^^ problems currently facing medical education. As such, it departs 
in many ways from traditional assumptions about the proper form medical edu- 
cation should take. Basically, the school permits the student, in conjunction 
with a practicing physician in the community who serves as his advisor, to 
learn the basic sciences with a great deal of individual autonony, proceed- 
ing within limits at his own pace and utilizing the resources he defines as 
appropriate. The curriculum is built around a "multiple problem approach to 
the basic medical sciences" (Bloomfield et al., 1971J ll)» The student is 
exposed to a particular medical problem in a clinical setting with hi« 
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advisor; he then proceeds to learn the basic science materifiil vhi^h is r^*- 
lated to the clinical problem. At an appropriate time, determined by the 
student in conjxmction with his advisor^ he takes an examination on the 
basic science aspects of the problem studied. The examination is given ^o^ 
the student's evaluator who is also a practicing physiciaii in the community. 
In order to complete the curriculum the student must complete a specified 
number of problems and pass a college-wide comprehensive exa:iination in '*he 
basic sciences. 

A number of aspects of the program are unique and warrant brief 
discussion. First is the involvement of practicing physicians in the educa- 
tional process. The program currently has sixteen students enrolled, each 
of whom was assigned an advisor from a group of physicians selected by the 
local county medical soceity from a county-vide pool of phj'-sicians who had 
indicated a willingness to participate in the program. The matching of stu- 
dents and physicians was done randomly. The role of the advisor is to guide 
the student through the basic medical science curriculton and to provide him 
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with an appreciation for the clinical application of the basic scien^a^:. 
The advisor position is unsalaried, and it is expected that he will spen'l 
approximately four hours per week with his student. Further, the expe^^ta- 
tion is that his continuing education will be enhanced through nis relcb ion- 
ship with the student. 

In addition to the sixteen advisors involved in the program during 
its first year of existence, there were four evaluators, also practicing 
physicians, who served on a voluntary basis, each of whom was responsible 
for reviewing student progress and determining acceptable levels of perfor- 
mance in the specific problem areas. Each evaluator worked with four sets 
of students and advisors euid the expectation was that their role in tue 
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evaluation process will stimulate their continuing education as well. 

Local physiciaus have also played a key role in curriculinn develop- 
ment and planning, again on a non-salaried basis. What is unique about this 
aspect of the program is the utilization of an educational resource which has 
traditionally been untapped. The assxamption is that by involving practicing 
physicians in the educational process, students will be more highly motivated 
as a consequence of their immediate exposure to clinical applications of the 
basic sciences, pl^rsicians will be more hi^ly motivated to maintain competence 
in the basic sciences, and costs of medical education will be reduced substan- 
tially. 

.A second aspect cf the program which is unique is its structure and 
the assumptions about the learning process which underlie it. Each student 
is permitted, within limits, to master the basic science aspects of disesise 
problems at a speed which he himself determines. It is assumed that the 
learning process is facilitated when the student is hi^ly motivated; further, 
it is assumed that student motivation will increase when l) he can see the 
clinical releve-'ce of the basic sciences he is attempting to learn and 2) 
there is a greater degree of self-determination and autonoiqy than has typi- 
cally been foxand in medical schools. While one can clearly quarrel with 
these assumptions, th^ are an integral part of the program. 

The campus faculty play a new role in the program as well. While 
they are involved in the presentation of discipline-oriented seminars on a 
variety of topics, they do not spend large amoiants of time in the lecture 
hall or the laboratory as in many schools. Rather, th^ act as a resource 
upon whom individual students or groups of students may call when confronted 
by specific basic science problems. The intent is to redefine their role in 
a way which eliminates activities which are often routine from their point 
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Of view and are perceived as such by students, with a resulting lack of 
enthusiasm on the part of both groups. 

In addition to the above, it is anticipated that the students will 
complete their basic science training after one year and can begin their 
clinical training in their second year of medical school • The hope is that 
ultimately the amount of time it takes to become a doctor can be reduced by 
one year. 

Two further points should be made regarding characteristics of 
the program. First, it is new, and is therefore confronted by a range of 
problems as well as promise. In the absence of vell-established precedents 
for behavior, decisions often are made on rather much of an ad hoc basis, 
with the inevitable frustrations such a situation produces. In contrast to 
solidly entrenched bureaucratic structures characteristic of organizations 
that have achieved a degree of longevity, the program has had to maintain a 
degree of flexibility in accordance with its int.ndedly innovative character. 
As a consequence, its "structure" has been characterized by a certain fluidity 
in its first year of existence which is not likely to continue with age. 

Second, the program is expected to grow. A class of thirty-two 
students, double the size of the first class, is currently enrolled, and it 
is anticipated that this rate of growth will continue until a size of 128 is 
reached. Further, there is the hope that the scope of the school can be 
expanded to include a full medical ecJu^ation program. 
C. S\amnaiy_ 

By way of stnnmary, the new program in medical education which is ^ 
the focus of this report is intended to provide solutions to at least three 
sets of problems that are currently widely discussed by those concerned with 
healtli and related areas in the United States. First, it is designed to 
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increase the rate of production of new doctors, an activity intended to re- 
duce the alleged shortage of health manpower and therefore, to alleviate some 
of the problems in health care delivery, both by shortening the amount of 
training time required and by demonstrating that new medical schools can be 
developed which do not have the enormously high costs of traditional programs 
associated with them. Second, by exposing the student immediately to clinical 
settings, by placing some of the burdens of temporal and procedural decision- 
making in educational matters on his shoulders, and by eliminating the lecture/ 
laboratory format, some of the relatively 1 igstanding dissatisfaction on the 
part of all participants with basic science education is designed to be eased. 
Finally, involvement of the practicing pl^sicians in the community in the edu- 
cational process on a non-salaried basis is designed to help reduce the costs 
of medical education of the student while enhancing the continuing education 
of the physician at the same time. 

Based on the foregoing description, it is evident that the program 
is an attempt to produce change* in a positive direction in an important seg- 
ment of the health system through incorporation of a variety of assumptions 
about that segment in an organizational form. The social and psychological 
implications it has are many and varied, from both applied and theoretical 
perspectives, and the situation presents an exciting and challenging social 
science research opportunity. The remainder of this report is devoted to 
description and analysis of a variety of dimensions of the first year of 
the program's operation. 
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V. INITIAL CONDITIONS 

A. Introduction 

Because the program was new and because the researchers learned 
about it well in advance of the time it was to begin operations, it was 
possible to pleui the research carefully. Most studies in organizationetl 
psychology and organizational sociology are carried out in situations where 
there is an on-going, well-developed structure of roles, expectations and 
norms. These structures eire taken as given and are assumed to be non- 
problematic. In this case, however, the researchers had the opportunity to 
examine the emergence and development of these structures, an opportunity 
which is rare indeed. For this reason, therefore, it was important to 
gather certain kinds of information from program participants prior to their 
involvement in it. This information would permit a determination of the 
initial conditions characterizing the program, and would provide the base- 
line data essential to an analysis of its development. 

' Apart from theoretical reasons, there were some important reasons 
for gathering info nnat ion about initial conditions from a policy standpoint. 
Chief among these was the notion that program outcomes might be expected to 
be a function, at least in part, of the characteristics of the resources 
involved and the assessments of outcomes by participants. If this were the 
case, then it would be helpful to those interested in developing a similar 
prcgram or one with comparability along certain dimensions to be aware of 
the nature of the inputs to this program. In addition, it was deemed 
important to document as fully as possible the similarities and differences 
among program participants over time and to examine the relationship between 
these characteristics and program outcomes. It was felt that this informa- 
tion might facilitate decision-making about who would be likely to 
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participate most successfully in a program of this sort (in terms of both 
students and physicians ) and about what kinds of relationships within the 
program itself were more likely to be successful, (For example, as a general 
rule should there be an attempt made to assign physician Advisors to s1>udents 
who have similar backgrounds and similar beliefs or do these factors appear 
to make little, if any, difference in terms of outcomes?) 

In order to document the initial conditions of the program, a 
variety of kinds of data was collected from both physicians and students. 
Of interest were both socio-demographic characteristics and their attitudes 
toward and beliefs about the program. In addition, it was felt that student 
expectations about their own roles and the roles of the physician Advisors 
and Evaluators prior to the start of the program constituted another important 
baseline and should be monitored. Finally, other research in medical educa- 
tion (e.g., Merton, 1957) indicated the importance of the medical school as 
an agent of socialization in the medical profession, and it was felt that in 
order to examine the impact of this new program on student socialization, the 
extent to which students had adopted beliefs charac"'^ eristic of the medical 
profession prior to their entrance in medical school should be determined. 

This section of the report, then, is divided into two basic parts. 
In the first, the attitudes and beliefs of the local physicians and the 
first-year students about the program are examined in the context of their 
assessments of program outcomes, as are the student expectations about their 
own roles and the roles of their physician Advisors and Evaluators. In the 
second, the socio-demographic characteristics of the local physicians and 
the first-year students are examined, as is the extent of pre-program pro- 
fessional socialization among the students. Taken together, these 
sections constitute an analysis of some of the most basic initial conditions 
surrounding the new program. 
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B, Attitudes, Beliefs and Expectations 

1. Assessments of Program Outcomes and Participant Attitudes and Beliefs^ 
1.1 Introduction 

Behavioral scientists have long been interested in the -question of 
how behavioral predispositions (e.g., attitudes and beliefs) vary among indi- 
viduals and to what extent these variations are related to patterns of 
behavior, (Tittle and Hill, 196?; Crespi, 1970). Underlying this general 
question is the assumption that these mental dispositions serve as a frame 
of reference for the individual when he or she actually comes in contact 
with the focal-object of these mental constructs- 

While the evidence on the relationship between attitudes and 
behavior is mixed, it was felt that it was important to examine the extent 
of similarity in the assessments of program outcomes by potential partici- 
pants in order to obtain an early reading on similarities and differences in 
orientations anong and within categories of potential participants. Such a 
reading was potentially useful to those administering the program as well as 
to our own research concerned with exploring the kinds of factors underlying 
individual and group adjustment, social integration, satisfaction and 
performance. 
1.2 Analysis 

For the purposes of analysis, following Fishbein (196?) beliefs 
were defined as cognitive orientations toward a stimialus -object — in this 
case, assessments by potential program participants of the likelihood of 
various outcomes of the program. Attitudes were defined as affective orienta- 
tions toward a stimulus-object -- in this case, assessments by potential 
program participants of the desirability of the same outcomes. Any initial 
i 

Prepared with the assistance of Michael A. Counte. 
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convergence or divergence on these dimensions within and/or between cate- 
gories of potential participants might affect their behavior in several 
ways. First, if congruence were high, there might be less interpersonal 
friction, and consequently the early adjustment and social integration of 
various program participants would be facilitated. Second, similarity in 
frames of reference toward program outcomes might enhance individual satis- 
faction with the program and perhaps even performcmce. And llnally, i 
congruence were high, conflict over program goals would be unlikely, an 
important consideration, particularly in a new program. 

The overall sample for this cmalysis consisted of two separate 
groups. First was the sub-sample of all sixteen students who were matricu- 
lating in the first year of the school's operation (1971-1972). Second 
was a sample of 113 practicing physicians from the local area. This sample, 
which is reasonably representative of all practic"*ng physicians in the area 
can be viewed as the pool of potential physician participants. 

The outcomes, which both groups were asked to evaluate, were all 
potential outcomes of the new program that a pretest group of 113 physicians' 
generated when asked the question: "What do you feel are all of the possible 
positive and negative outcomes of this new program in medical education?" 
As mentioned earlier, to measure beliefs or cognitive orientation each 
respondent was asked to assess the degree to which each of these outcomes 
was likely. To measure attitudes or affective orientation each respondent 
was asked to indicate the extent to which each of these same outcomes was 
desirable. These data were all collected prior to the inception of the 
program in the Fall of 1971. 

For a discussion of the representativeness of the sample see Appendix a. 
The instrument used to elicit the assessments of outcomes can be found 
in Appendix B.2. 
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The resxilts of the analysis are presented in Tables 6-3T at the end 
of this section. The procedure followed was to analyze the assessments of 
each outcome separately for students and physicians and then to rank the 
mean group assessment relative to all other assessments. This procedure 
permits examination of the extent of convergence between the two groups on 
each of the 32 outcomes used and also provides an indication of where each 
outcome stands in relation to all others with respect to how desirable and 
how likely it was viewed by each group". 

Each of the outcomes was assessed on a seven-point scale on both 
the likelihood and desirability criteria. For the purposes of this report, 
the scales were collapsed into three categories: likely, unlikely or unsure 
and desirable, undesirable or unsure. In the tables at the end of this sec- 
tion, the percentage distributions within each group on both criteria for 
each outcome are presented. ::3xt, on the basis of actual numerical scores 
a mean score for each group for each outcome was calculated and a t-test 
of significance was computed to detera whether the inter-group differences 
could be attributed to chance or were indeed non-random. Finally, the means 
for each outcome were rank ordered within groups in order to indicate the 
extent of convergence in the intensity of the assessments between the two 
groups. The RO coefficient in each of the tables is the measure used to 
indicate this convergence and may be interpreted as indicating physician and 
student assessments of the likelihood and desirability of that particular 
outcome compared to the other 31 outcomes used. A RO coefficient of 32 
means that the group in question has, collectively, indicated that the oiit- 
come in question is most likely and/or desirable; a RO coefficient of 1 
indicates that the outcome has been rated as least likely and/or desirable. 



To test for covariation in these raiik-ordered responses across the 
twa groups, a Spearman rank-order correlation was computed. The coefficient 
for the likelihood criterion was .66 and that for the desirability criterion 
was •50, both of which are significant at the .01 level. These findings indi- 
cate that students and physicians both tended to see the potential outcomes 
of the program in roughly similar ways. As such, t could be predicted that 
divergence in perceptions of program outcomes would n be a particularly 
in^ortant source of potential conflict between categories of participants at 
the outset of the program. It should be pointed out, however, that the magni- 
tude of the correlations does not indicate total agreement; in fact, the amount 
of explained variance is rather small. Thus while these findings demonstrate 
that there was a statistically significant amount of agreement between the rat- 
ings of the two parties, it was felt that further analysis was called for. 
Some rather interesting findings of a more specific nature that are not evi- 
dent in the aggregate correlational analysis will be discussed below. 

Of interest in the first place is the issue of where differences 
between the groups did occur* In this regard,* the results of the t-tests on 
each criterion for each outcome are relevant. Significant differences between 
students and physicians were found for 11 of the 32 outcomes on at least one 
of the two criteria. In three cases there were significant differences on 
both criteria. These differences and their potential import for the program 
as a whole will be discussed in order below. 

#3* Students saw the posibility that multiple demands on their 
time might prevent them from absorbing sufficient knowledge 
to pass first-year comprehensive exams as significantly less 
desirable than did the physicians, although neither group 

The number in the margin refers to the number of the question foimd in 
Tables 6-37 on pages to 
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saw this as a highly likely outcome. It should be noted that 
both groups saw this outcome as generally undesirable; however, 
all students saw it as highly undesirable, while soine physi- 
cians were unsure and a few even thought it was somewhat de-»- 
sirable. The difference in orientations here appears to be a 
function of the stake each set of actors has in the outcome. 
Failure to pass the comprehensive affects the students much 
more directly than it does the physician. 

Physicians saw the possibility that friction might develop be- 
tween paramedical personnel and themselves as significantly 
less likely than did the students, while all students saw this 
outcome as undesirable. This finding is interesting in that 
the students, apparently enthusiastic about the prospect of 
having clinical experience in their first year of medical 
school, were more worried about the consequences of this ex- 
perience on support personnel than were the physicians. Since 
it could be argued that physicians might, by virtue of their 
experience, be better able to judge the impact of the presence 
of medical students in a clinical setting, one might expect 
students' perceptions to move toward those of the physician 
over time. Further, the finding suggests that the students 
should be reassured early in the program that their presence 
will not be avers ive. 
#6. Students saw the possibility that physicians woulc^ be motivated 
to maintain continuing education as a consequence T the pro- 
gram as significantly less likely than the physicians themselves, 
and although both groups saw this outcome as desirable, the 
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physicians saw it as significantly more desirable than did the 
students. Of particular importance here is not so much the 
difference between the two groups as the fact that 92% of the 
physicians anticipated that there would be positive motivational 
constraints to pursue continuing education as a consequence of 
the program. Although this issue is dealt with in more detail 
in a later section of this report, it should be noted here that 
as trends toward regular testing as a prerequisite for maintaining 
medical licenses increase, mechanisms for enhancing the continuing 
education opportunities for practicing physicisms will have to be 
sought. The findings presented here suggest that involvement of 
practicing physicians in medical education may be one such mechanism* 
At the very least, that is, to interpret these results most con- 
servatively, practicing physicians appear to react positively to 
the idea. 

#9- The physicians saw increased visibility for themselves beyond the 
immediate area as a significantly more desirable outcome than did 
the students. While neither group saw this outcome as particu- 
larly undesirable, students were more ambiguous about its desira- 
bility. In a program such as this which relies on voluntary 
participation, non-monetary rewards are often assumed to play a 
particularly important role in determining rates of participation 
and levels of satisfaction. What is interesting about this 
particular question is that, while increased visibility could be 
construed to be one form of non-monetary reward to be gained 
from participation", local physicians responded least intensely 
to it compared to the other thirty-one. (RO coefficient = l) 
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While there are many physicians who see the outcome as desirable, 
the 38 per cent who are unsure abcut its desirability suggests 
that differential reward structures .nay have to be developed to 
attract and hold physicians in a voluntary program. It is 
apparently questionable to assume that physicians as a group 
respond homogeneously to a given set of rewards. 

#10. Physicians saw the possibility that more physicians might be 

attracted to the area who otherwise would not have come as both 
significantly more likely and significantly more desirable than 
did the students. The students were, by and large, less certain 
about the outcome than the physicians. Of particular interest 
is the fact that no students saw the outcome as desirable while 
some physicians did, and that while the physicians saw the out- 
come as significantly more desirable than the students, the 
intensity of their feelings was low relative to the other thirty- 
one questions (RO coefficient = k) . This suggests that the possi- 
bility was somewhat threatening to at least some physicians and 
that this is a possible consequence which should be carefully 
examined, particularly in an area which is not characterized by 
obvious shortages of medical manpower. A program which relies 
heavily on the volxantary participation of physicians cannot 
afford to alienate an appreciable number of them. 

#12. Students saw the possibility that the quality of their education 
might be poorer than in traditional programs as significantly 
less likely than did the practicing physicians, although neitner 
group saw this outcome as desirable. It should also be noted 
that this issue was much more salient to tne students (RO co- 
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efficient for likelihood = 29) than it was to the physicians 
(RO CO' rfieient = 12). The students were apparently minimiz- 
ing the possibility of an aversive (dissonance reduction), 
while the physicians were adopting a wait-and-see attitude. 

#19. Physic iaiid saw the possibility that physicians produced by the 
• program might leave the state to practice elsewhere as signi- 
ficantly less undesirable than did the students. It should be 
noted that both groups were highly uncertain about how likely 
this outcome was and that more than half of the students were 
unsure of Just how desirable or undesirable it was. The stat' 
of Illinois has recognized for some time that the flow of Illi- 
nois-trained doctors to other states for practice constitutes 
a serious problem from health manpower point of view. It is 
hot surprising that doctors in the area of this prograji would 
'"see this as an important issue. What is interesting, however, 
is the general unwillingness of the student to commit themselves 
on the issue. Presmably because most of them had not as yet 
made a decision about where they would ultimately practice, 
they did not want to preclude the possibility of practicing 
outside the state and therefore adopted a neutral position on 
the issue. What this finding suggests in a policy sense is 
that most of the students had not made location of practice 
decisions prior to entering m^rdical school and that inducements 
to practice within the state might be usefully offered at this 
point in their medical careers. 

#20. Physicians saw the possibility that the program woiald motivate 
them tc continually review basic sciences as significantly more 
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likely than did the students^ Both groups saw this outcome as 
highly desirable. This response is consistent with the responses 
to the continuing education question discussed earlier and the ^ 
interpretation of its importance is similar. Because physicians 
tended to see this outcome as both likely and de arable, it is 
not likely that it would be strongly resisted as a mechanism 
designed to impact on their continuing education. 

ff2h. Physicians saw the possibility that they would become more aware 
of recent medical literature as significantly more likely and 
significantly more desirable than did the students. Of interest 
is the fact that the desirability of this outcome was much more 
salient to the physicians (RO coefficient = 26.5) than to the 
students (RO coefficient = 9.5) in spite of the fact that both 
groups saw it as desirable. It appears that practicing physi- 
cians are well aware of the problem of currency and maintenance 
of skills and are receptive - at least at the conceptual level - 
to programs which will help them deal with it. 

#25. Physiciens saw the possibility that existing health cere services 
would be broadened^as a consequence of the program as signifi- 
cantly more likely than the stadents. While both groups saw 
this outcome as highly desirable: , half of the students were 
uncertain of how likely it was. Interestingly, neither group 
saw this as a particularly salient outcome in terms of desira- 
bility, although it was more salient to the students (RO 
coefficient = 17) than it was to the physicians (RO coefficient 
= 13.5). Given the widely disseminated notion that the medical 
student of the 1970^3 is different from the 1950 ^s with respect 
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to the level of development of his social consciousness, one 
might have expected a much wider discrepancy on the saliency 
* issue. One mij^tt •e3q)ect that the student would believe it much 

more desirable than the "status quo" physician to broaden 
existing health care services. Such was not the case in this 
groiQ), however, although there is no way of knowing whether 
this is because the students were more "conservative" than 
they are generally thou^t to be or the physicians were more 
"liberal" than they are generally thought to be or both. 
#30. Physicians saxr the possibility that program related activities 
mi^t take Mp too much of their time as significantly more 
likely than did students. In addition, this was the most 
salient outcome irTterms of the cognitive orientation of the 
physicians. That the students and physicians diverge in their 
cognitive orientations to this issue is important, particularly 
since participation of the ptysiciems is voluntcury. If this 
divergence in orientation does not decrease in magnitude over 
time, one would expect this to be probable trouble spot in 
the program. To the extent that the student realizes that the 
physician is concerned about time and is able to adjust his 
behavior and/or demands accordingly, or to the extent that the 
physician - once he has had experience with the program - be- 
comes less concerned about time the probability of this issue 
creating a major problem for the program is reduced. 
A second kind of ^^uestion that was asked had to do with group per- 
ceptions of most seuLient outcomes. It was felt that it mi^^t be illuminating 
to examine the extent to which there was overlap bf^tween the student anc 
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physician assessments of the five most and least likely outcomes and the 
five most and least desirable outcomes. The correlational analysis indicates 
that over all 32 outcomes there was considerable consistency in the relative 
rankings of their likelihood and desirability; however, it is also important 
to examine the consistency at the extremes. Table 1 presents the five out- 
comes that students and physicians rated as most and least likely. 

TABLE 1 

SALIENCY OF OUTCOMES ~ LIKELIHOOD ^ 



STUDENTS 
(MOST LIKELY) 

1. (#3.) student motivation hi^er 

2» (#17) more student practical 
knowledge 

3. (#11) will be closer -student- 
physician relationship 

If. {jfl6) students will achieve more 
patient understanding, etc. 

5. (#2) highly qualified medical 

students will be attracted. 



PHYSICIANS 
(MOST LIKELY) 

1. (#17) more student practical 

knowledge 

2. (#6) physicians will be moti- 

vated re continuing edu- 
cation. 

3. (#8) calibre of medicine will 

improve 

If. (#11) will be closer student- 
physician relationship 
5. (#l) student notivation higher 



(LEAST LIKELY) 

1. (#12) the quality of student *s edu- 

cation may be poorer than in 
traditional programs 

2. (#32) a financial drain on the state 

will be produced 
^. (#l8) physicians may eventually become 
bored doing same things over 
again 

If. (#27) strong competition might develop 
between practicing physicians 
and academic physicians over 
controls 

5. (#3) multiple demands on time will 
prevent students from passing 
first-year con^rehensive exams 



(LEAST LIKELY) 

1. (#U) friction may develop be- 

tween paramedical person- 
nel and students 

2. (#32) a financial drain will be 

produced 

3. (#3) mtiltiple demands on time 

will prevent students from 
passing first-year compre- 
hensive exams 

If. (#l8) physicians may eventually 
become bored doing same 
things over again 

5* (#12) the quality of students* 

education may be poorer than 
in traditional programs 



The cognitive orientations of both groiaps at the positive extreme 
showed some interesting differences. While three of the five outcomes rated 
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as niDSt likely vere the same for both groups, two were not. The students felt 
that it was highly likely that they woiild achieve more patient imderstanding 
and that highly qualified medical students would be attracted to the program; 
-physicians felt that it was highly likely that they would be highly motiva-.ed 
to maintain their continuing education and that the calibre of their medicine 
would improve as a consequence of the program. Both groups agreed that stu- 
dents would be more highly motivated, that they would gain more practical 
knowledge by being exposed to patients earlier in their education and that 
there would be a closer student-physician relationship than in traditional 
programs. There was more agreement about which outcomes were least likely. 
Both groups agreed on four out of five items. Interestingly, though, the out- 
come deemed least likely by the physicians did not appear among the five deemed 
unlikely by the students. The physicians felt it was highly unlikely that 
friction would develop between para-medical personnel eind the students. To 
examine the congruence in affective orientation of both groups at the extremes 
the five most and least desirable outcomes were identified and are presented 
in Table 2 on the following page. 
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TABLE 2 

SALIENCY OF OUTCOMES ~ DESIRABILITY 



Students 



(Most Desirable) 



2. (# 7) 

3. (#11) 



1. (#l6) students will achieve more 1. (# 6) 

understanding, involvement 
and respect for the patient 
"better medical facilities 2. (#8) 

will be developed 
a closer student-pl^sician 
relationship vill be created 
than exists in traditional 3. (#7) 

programs 

**. (#17) students will gain more practi- 1*. (#l6) 
cal knowledge sooner by being 
able to examine patients earlier 
in their education 5.*(#15) 
the calibre of medicine will be 
improved because teaching will 
add to the physician's knowledge 
students will raise questions and (#21;) 
provide feedback to physicians 
which migjit improve medical 
practice (#23) 



5/(# 8) 



(#15) 



Physicians 
(Most Desirable) 

physicians will be moti- 
vated to maintain continuing 
education 

the calibre of medicine will 
be improved because teaching 
will add to the physician's 
knowledge 

better medical facilities 
will be developed 
students will achieve more 
understanding, involvement 
and respect for the patient 
students will raise questions 
and provide feedback to physi- 
cians which might improve 
medical practice 
physicians will become more 
aware of recent medical 
literature 

physicians will be more aware 
of "why" they are doing things 



Students 
(Least Desirable) 

1. (#12) the quality of student's education l. 

may be poorer than in traditional 
Programs 

2. (#28) patients mi^t feel like guinea 2. 

pigs 

3. (#13) some students' practical experi- 

ence will be impaired by lack of 3. 

physician teaching ability 
1*. (#1*) friction may develop between para- 1*. 

medical personnel and the students 
5.*(#2l) there will be problems in "lining 

up" a sufficient range of patient 5. (#27) 

illnesses 

(# 3) multiple demands on student time 

will prevent them from passing first 
year coniprehensive exams 



(#12) 

(#18) 

(#28) 
(# k) 



Physicians 
(Least Desirable) 

the quality of student's 
education may be poorer than 
in traditional programs 
physicians may eventually 
become bored doing the same 
things over again 
patients will feel like 
guinea pigs 

friction may develop between 
para-medical personnel and 
students 

strong competition might 
develop between practicing 
physicians and academic 
physicians over control 



* More than one item is presented because of tied ranks. 
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The data presented in Table 2 indicate that there were some interest- 
ing differences in the affective orientations of the two groups at the positive 
extremes. Four of the six items were similar in both groups, although the 
rankings differed. The outcome rated as most desirable by the physicians ~ 
the ittotivation to maintain continuing education — was not among the most 
desirable outcomes as rated by the students. In addition, the physicians 
felt that their becoming aware of the recent medical literature and their be- 
coming nore aware of "why" they were doing things were very highly desirable 
while these outcomes were not among those rated as most desirable by the stu- 
dents . On the other hand, the students felt that the possibility of a closer 
student-physician relationship and the early exposure to patients were both 
highly desirable, while these outcomes were not among those rated as most 
desirable by the physicians. As was the case with the likelihood dimension, 
it appears that where thei^B is divergence at the positive extremes, it occurs 
in relation to outcomes that are seen as advantaging the group advocating them. 
In other words, there is a certain degree of instrumentality underlying the 
assessments of program outcomes on the part of both groups. While this finding 
is not surprising, it does suggest that, from an administrative point of view ^ 
it is highly advisable to stress those aspects of the program which provide 
joint pay-offs to participants. To the extent that one group sees the possi- 
bility of certain outcomes advantaging another group at their own expense, 
the likelihood of conflict is increased. 

At the negatr-ve extremes of the affective orientations of the 
two groups there is less convergence than at the positive extremes. In 
contrast to the positive extremes, both groups agreed that the possi- 
bility that the students* education might be poorer th Ji in traditional 
programs was the least desirable outcome of all. But here the convergence 
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ended. While both groups felt that the possibility that patients might feel 
like guinea pigs was among the least desirable outcomes, the pattern in 
divergence was approximately the same as that described above. The other 
three items rated as least desirable by the students all reflected personal 
costs; two out of the other three items rated as least desirable by the physi 
cians reflected personal costs. What emerges, there is a picture of overall 
similarity in assessment of outcomes between the two groups but some varia- 
bility within which reflects instrumental concerns and which suggest areas 
of caution to program administrators . 

It is also interesting to compare the assessments of the extreme 
values of likelihood and desirability within groups. For example, the physi- 
cians rate the possibility that a closer student-physician relationship will 
be created than exists in traditional programs as among the five most Mkely 
outcomes. Given that this item appears on the students lists of both nost 
likely and most desirable outcomes, an obvious question arises: what is 
likely to be the result when student assessments of .this critical component 
of the program are somewhat at variance with those of the physician? Who 
is going to have to adjust? What can be done to facilitate the adjustment? 
On the other hand, evieryone seems to feel that the possibility that the 
quality of the students' education may be poorer than in traditional programs 
is both unlikely and undesirable. While it is not possible to discuss these 
kinds of comparisons at greater length here» it should be noted by way of 
summary that there is less than 50 percent overlap between assessments of 
likelihood and desirability at the positive and negative extremes. These 
areas of divergence cannot be omitted from consideration in any analysis of 
the impact of initial conditions on subsequent processes. 
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While these differences are readily apparent, it shoiild be noted 
that there was no instance in which an outcome rated at the positive extreme 
by one group (i.e. most desirable, most likely) was rated at the opposite 
extreme by the other group (i.e. least desirable, least likely). Thus, the 
difference themselves between the two groups are not extreme. Tne cognitive 
and affective orientations of both groups are reasonably similar, a finding 
which is particularly interesting since the two had had no contact at the 
time the data were coll-Bcted. 

One further set of analyses of the attitudes and beliefs of the 
physicians and students was xmdertaken to supplement those described above. 
Even a cursory examination of Tables 6-37 reveals that there was a large 
amount of variability between groups and letween questions in the proportion 
of respondents who indicated that they were unsure of their cognitive and 
affective orientations. In some cases there was widespread uncertainty 
regarding both the likelihood and desirability of the outcomes on the part 
of both groups^ J.n some cases one group was more unsure than another; in 
some cases neither was unsure. 

Since the program itself is new, and since neither group had any 
direct experience with it, it was felt that a brief analysis of the patterns 
of uncertainty was appropriate. Not only would it be helpful from an admin- 
istrative point of view to be aware of where major areas of uncertainty lay, 
it would also be important to follow the assessments of the participants 
over time in order to determine areas of convergence and divergence. 

A variety of analyses was performed. First, the question of degree 
of certainty was examined. It was found that neither group was certain about 
the likelihood of the various outcomes. The single exception was that all 
of the students were sure that it was likely that they would gain nore practi- 
cal knowledge-sooner by being able to examine patients earlier in their 
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education (outcome #17)* At the cognitive level, therefore, it can be argued 
that, given the program^ s newness a degree of uncertainty about what to 
expect obtained within both groups. On the affective level, however, 
there were some striking differences between the gixDups. No student was 
unsure about the desirability of an outcome in l6 cases (outcomes #3, ^, 
6, 7, 8, 11, 12, 13, 15, 20, 21, 23, 2U, 25, 2«, 30). In no case was there 
an absence of pl^sician uncertainty about the desirability of an outcome. 
This finding suggests that, as a group, the students were generally more 
disposed to commit themselves to an affective position than were the physi- 
cians. In one sense, this result could be a reflection of the relatively 
idealistic outlook of students in general. 

The next severel analyses were based on patterns of uncertainty. 
For each group, it was decided that a potentially important amount of uncer- 
tainty existed if 10 percent or more of the members replied that they were 
unsure about the likelihood and/or desirability of a given outcome. Since 
there was a relatively small number of students, this operationalization, in 
effect means that for an outcome to be defined as having a noticeable amount 
of uncertainty associated with it more than one student has to have responded 
that he was unsure. For the physicians , 12 or more had to respond that they 
were unsure in order that a particular outcome be included in this analysis. 

Considering the cognitive orientations of both groups first, in 26 
out of 32 cases 10 percent or more of the students were uncertain about how 
likely the outcome was« Interestingly, the number of cases in which 10 per- 
cent or more of the physicians were unsure about the likelihood of an outcome 
was the same, twenty-six. In the discussion of certainty above, it was 
pointed out that in no case was not at lea^t one physician unsxire about his 
cognitive orientation and in only one case was not at least one student unsure • 
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Thus, in the vast majority of the cases for each group) iDoth groups 

e^diibited a reasonably widespread amount of cognitive uncertainty. Further, 
in 20 cases {63% of total) ten percent or more of the members of each group 
exhibited uncertainty about the likelihood of the same outcome. It seems 
reasonable to conclude, therefore, that cognitive uncertainty in assessment 
of program outcomes was not the particular province of either group. 

To pursue this issue further, the level of uacertainty was exa- 
mined in more detail. Given that cognitive uncertainty was widespread, 
the question of whether there were differences between the groups in level 
of uncertainty €irose. As one means of examining this question, outcomes 
were classified on the basis of whether 10 to 2h percent of either group was 
unsure, 25-1*9 percent, and half or more. The res\ilts of this analysis are 
presented in Table 3 below. 

TABLE 3 

LEVEL OF COGNITIVE UNCERTAINTY ABOUT PROGRAM 
CONSEQUENCES 

S t uden t s Phy s i c i an s 

Percent 10-2li^ 9 15 

Unsure 25-h9% 11 11 

> 50% 6 0 

N=52 
df=2 

P> .05 

The data in Table 3 indicates that level of uncertainty is not 
independent of group affiliation. were more likely than 

physicians to be more uncertain about cognitive orientations. In other words, 
there was a significantly greater extent of m certainty among students about 
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the likelihood of program outcomes then among physicians, even though uncer- 
tainty was present in both groups, 

Shifting attention to the affective orientations of the groups, it 
was found that ten percent or more of the students were uncertain about the 
desirability of outcomes in 10 cases, while the comparable figure for the 
physician was 15 cases. Both groups were uncertain about the same outcome 
in 9 cases, which indicates a high degree of shared perception between them. 
In 9 out of the 10 cases in which ten percent or wre of the students were 
unsure about the desirability of a given outcome, ten percent or more of the 
physicians were unsure as well. 

To exeimine the levels of uncertainty, the same procedure was followed 
as above. The results of this procedure are presented in Table 

TABLE k 

LEVEL OF AFFECTIVE UNCERTAINTI ABOUT PROGRAM CONSEQUENCES 

Group 

St udent Phy s i c i an 

Percent 10-2U^ 1* 13 

Unsure 25-k9% k 2 

^50% 2 0 

N=25 
df==2 
x^=6.8 
p>.01 

As W6LS the case with the cognitive orientations of the two groups, 
the results presented in table U indicate that affective orientation is not 
independent of group affiliation. In those instances in which students were 
unsure — and there were many fewer in number than was the case with their 
cognitive orientations — the level of uncertainty tended to be higher than that 
of the physicians. 
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Of interest too was the question of what, if any, outcomes were 
sources of uncertainty for both groups on both criteria. Table 5 below 
included those q vcomes the likelihood and desirability of which ten percent 
or more of both groups were unsure of, 

TABLE 5 

UNCERTAIN OUTCOMES FOR BOTH GROUPS ON BOTH CRITERIA 

(#2) Hi^ly qualified medical students will be attracted 

(#9) Champaign County physicians will become more "visible" to 
physicians elsewhere 

(#10) More physicians will be attracted to the area who otherwise 
would not have come 

(#19/ Physicians produced by the program will leave the state to 
practice elsewhere 

(#26) Small town practices will be encouraged 

(#29) Others (i.e. nurses, technicians) may be induced to introduce 
and participate in new methods of medical education in their 
own fields 

(#3l) Patients will gain insights into the complexities of medical 
education 

(#32) A financial drain on the state v:ill be produced. 



The outcomes about which widespread uncertainty exists appear to 
share a comnon dimension* None of them relate directly to the program itself 
with the possible exception of (#2). Cognitive and affective uncertainty for 
both groups emerges on those coasequences which do not have to do directly 
with the operation of the program and which have relatively long feedback 
cycles associated with them. No one will be in a position to .knor whether 
small town practices will be encouraged as a consequence of the program, 
for example, for a number of years. 

ERIC 
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1»3 Sianmaiy 

To summarize the findings regarding the assessments of potential 
participants of consequences of the new program briefly, it may be stated that, 
overall, there was a reasonably high degre^i of similarity in the cognitive and 
affective orientations of both physicians an'd students toward program outcomes* 
The rank order correlations on the likelihood and desirability assessment cri- 
teria between the two groups were .66 and .50 respectively. Looking at the 
five outcomes deemed most desirable, least desirable, most likely and least 
likely by the two groups, there was no instance in which an outcome rated 
"most" by one group was rated "least" by the other. 

Areas of divergence between the two groups were examined because it 
was noted that the assessments of the groups were by no means isomorphic. Signi- 
ficant differences were found in eleven cases, and each case was reviewed and 
the implications of the differences were discussed. The aiialysis of the saliency 
of the outcomes to the two groups revealed that each group tended to assess on 
the basis of instrumentality, that is, to see those outcomes as most salient 
which affected them personally. Concerning the degree of uncertainty in orienta- 
tions, it was found that cognitive uncertainty was widespread in both groups 
but that the level of this uncertainty was significantly higher for students 
than for physicians* Much less uncertainty was found in the affective orienta- 
tions of the two groups* The students, in fact, were much more certain, in 
general, of the desirability of program outcomes than were the physicians. 
However^ where uncertainty did exist, its level was significantly higher for 
students than for physicians. Where both cognitive and affective ui}c^rtfl1nty 
was present on a given outcome for both groups, it was found that tha outcomes 
themselves tended to be removed from the direct operation of the program 
itself and to have relatively long feedback cycles associated with them. 
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^ I 
OUTCC 



Students will be better % 
portance of "classroom" k 



because they can see the im* 
in their pZ'sctical experience* 



ASSESSMEOTOFL. .,>iHOOD 



Students 



94 % L 
6 % UL 
% Unsure 

6>3 X Score 
31,5 RO Coefficient 



Physicians 

^% L 
. 8 % UL 

7 % Unsure 
5^7 X Score 
28.0 RO Coefficient 



ASSESSMENT OF DESIRABILITY 



Students 
88 % D 
6 7. UD 
6 % Unsure 
6.1 X Scute 
23«5 RO Coefficient 



Physicians 
92 % D 
1 % UD 
7 % Unsure 
6«3 X Score 
24.5 RO Coefficien*: 



TABLE 7 

ITEM # 2 
OUTlOME 

Highly qualified medical ttudent* will be attracted. 



ASSESSMENT OF LIKELIHOOD 



Students 



J5^% L 
% UL 

25 % Unsure 

5>6 X Score 
28,5 RO Coefficient 



Physicians 

85 % L 
12 7. UL 
26 7. Unsure 
4>8 X Score 
16,5 RO Coefficient 



ASSESSME.^tT OF DESIRABILITY 



Students 

81 7o D 
7o UD 

19 % Unsure 

5.7 X Score 

5.5 RO Coefficient 



Physicians 
86 7c D 

3 7o UD 
11 % Unsure 
6.2 X Score 
22.5 RO Coefficient 



TABLE 8 

ITEM #3 
OUTCOME 

The many demands on their time will prevent students from absorbing 
sufficient knowledge to pass first year coiqtrehensive exams. 

ASSESSMENT OF LIKELIHOOD 

Students Physicians 

JL. 7. L ■ ■ 17_ 7. L 

54 % UL . 57 7. UL 

33 7. Unsure 26 Z Unsure 

^•^ X Score 2.9 x Score 

5-0 RO Coefficient ' - 3.0 RO Coefficient 



* 

ASSESSMENT OF DESIRABILITY 
Students Physicians 

7. D 9 7. D 

100 % UD 72 7. UD 

Unsure 21 7. Unsure 

_1:6_ X Score 2.4 x Score 

5^ RO Coefficient 10. 0 RO Coefficient 



t ■ 1.98 
df - 118 
p .05 



TABLE 9 

ITEM #4 
OUTCOME 

Friction may develop between paramedical personnel and the students. 



ASSESSMENT OF LIKELIHOOD 



Students 



38 



56 



6_ Z L 
T, UL 
% Unsure 



3.5 X Score 



6.0 RO Coefficient 



Physicians 

71 Z UL 

14 It Unsure " 

2.7 X Score 

1.0 RO Coefficient 



ASSESSMENT OF DESIRABILITY 



Students 



100 



7. D 
7. UD 

\ Unsure 



1.5 X Score 

4.0 RO Coefficient 



Physicians 
3 7. D 
83 % UD 
*J14_ % Unsure 



1.9 X Score 

4.5 RO Coefficient 



t - 1.98 
df - 118 

p ,05 



TABLE 10 



ITEM # 5 
OUTCOME 

Evaluative information on performance (feedback) will be provided 
to both students and phyaicians by others in the program. 

ASStSSMEWr OF LIKELIHOOD 

Students Physicians 

82 Z L 68 7. L 

12 XUL . . . 7 7. UL 

6 % Unsure 25 TL Unsure 

5. 2 X Score 5.1 i Score 

26.0 RO Coefficient 20.0 RO Coefficient 



ASSESSMENT OF DESIRABILITY 

S tudents Physicians 

75 7. D J2_ Z D 

6 1 UD 5 X UD 

19 TL Unsure 18 TL Unsure 

5.8 X Score 5.6' i Score 

18,5 RO Coefficient 16.0 »0 Coefficient 
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TABLE 11 

ITEM # 6 
OUTCOME 

Physicians will be motivated to maintain c<jntinuing education. 
ASSESSMENT OF LIKELIHOOD* 



Students 

68 % L 
13 Z UL 
19 %, Unsure 
4.9 X Score 



Physicians 

92 % L 
3 7. UL 



22.5 RO Coefficient 



5 % Unsure 
5.9 X Score 
30.5 RO Coefficient 



ASSESSMENT OF DESIRABILIT / 



** 



Students 
100 Z D 

7. UD 

% Unsure 

6. 1 X Score 
23.5 RO Coefficient 



Physicians 

100 7. D 

% UD 

% Unsure 

6.7 X Score 
32.0 RO Coefficient 



t - 2.80 
df - 118 
p .01 



t ■ 

df 

P 



3.05 
• 118 
.01 



TABLE 12 
ITEM #7 
OUTCOME 

Better medical facilities will be developed. 

ASSESSMENT OF LIKELIHOOD 



Students 

69 7. L 
6 % UL 



25 % Unsure 
5.0 X Score 



25.0 RO Coefficient 



Physicians 

78 7o"l 
. Jl^ % UL 
11 % Unsure 
5^4 X Score 
22.5 RO Coefficient 



ASSESSMENT OF DESIRABILITY 
Students ^ysicians 

ICQ 7o D 98 7o D 

7. UD 2 7. UD 

% Unsure 2 % Unsure 

6.5 X Score 6,5 x Score 

31.0 RO Coefficient 29.5 RO Coefficient 



TABLE 13 
ITEM # 8 
OUTCOME 

The calibre of medicine will be inq>roved because teaching 
will also add to the physician's knowledge. 

ASSESSMEOT OF LIKELIHOOD 

Students Physicians 

81 % L 90 7« L 

6 % UL ' . 5 7« UL 

13 % Unsure 5 % Unsure 

5*4 X Score _ 5.9 x Score 

27>0 RO Coefficient 30>5 RO Coefficient 



ASSESSMENT OF DESIRABILITY . 

Students Physicians 

100 % D 97 7- D 

7« UD - 2 7« UD 

7o Unsure \ % Unsure 

6>3 X Score 6.6 x Score 

27.5 RO Coefficient 31,0 RO Coefficient 



TABLE 14 
ITEM # 9 
OUTCOME 

Champaign County physicians will become 
more "visible" to physicians elsewhere. 



ASSESSMENT OF LIKELIHOOD 



Students 



31 Vo L 

19 % UL 

50 7o Unsure 



4> 1 i Score 
\2.5 RO Coefficient 



Physicians 

54 7o L 

22 % UL 

24 7o Unsure 

4.5 X Score 

13,5 RO Coefficient 



ASSESSMENT OF DESIRABILITY 



Students 



25 
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7o D 

7o UD 

X Unsure 



4> 2 X Score 
12.0 RO Coefficient 



Physicians 
.52^ 7« D 

3 7. UD 
38 7« Unsure 
5.? 'X Score 
12.0 RO Coefficient 



t « 3.06 
df « 118 
p .01 



TABLE 15 



ITEM # 10 
OUTCOME 

More physicians will be attracted to the 
area who otherwise would not have come. 

ASSESSMENT OF LIKELIHOOD ."^ 

Students - Physicians 

31 % L 58 7o L 

25 % UL. . 18 % UL 

44 % Unsure 24 % Unsure 

4.1 X Score 4.8 x Score 

12.5 RO Coefficient 16.5 RO Coefficient 



ASSESSMENT OF DESIRABILITY 



Students 



69 



31 



% D 

% UD 

% Unsure 



4.8 X Score 
13.0 RO Coefficient 



Physician s 
72 % D 
7 % UD 

21 % Unsure 

C 

5.5 X Score 
13.5 RO Coefficient 



t • 1.99 
df « 118 
p .05 

't = 1.98 
df » 118 
p .05 
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TABLE 16 

ITEM # 11 
OUTCOME 

A closer student -physician relationship will be 
created than exists in traditional progtams. 



ASSESSMENT OF LIKELIHOOD 



Students 



-9 4 % L 

7o UL 

6 % Unsure 



6. 2 X Score 
30,0 RO Coefficient 



Physicians 

89 7o L 
, 8 7o UL 

3 7o Unsure 



5,8 X Score 

9.0 RO Coefficient 



ASSESSMENT OF DESIRABILITY 



Students 
100 % D 

% UD 

% Unsure 

6.4 X Score 
29.5 RO Coefficient 



Physicians 
94 7o D 

7o UD 

6 7o Unsure 
6.3 X Score 
24.5 RO Coefficient 



TABLE 17 

ITEM # 12 
OUTCOME - 

The quality of students' education may be 
poorer than in traditional programs. 

ASSESSMENT OF LIKELIHOOD * 
Students Physicians 
6 % L 21^ % L 



81 % UL , 56 % UL 

13 7o Unsure 21 % Unsure 

2> 3 x Score . 3.3 x Score 

1. 0 RO Coefficient 4.5 RO Coefficient 



ASSESSME^TT OF DESl ^ r ilTY 

Students • Physicians 

7o D ^"^ 2 7o D 

100 % UD 90 % UD 

7o Unsure ' 8 % Unsure 

1' 2 X Score 1.6 x Score 

1-5 RO Coefficient 1>5 RO Coefficient 



t = 2.03 
df » 118 
p .05 
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TABLE 18 



ITEM # 13 

''outcome 

Some students' practical experience will not be as fruitful as possible 
because some physicians don't have sufficient teaching ability. 

ASSESSMENT OF LIKELIHOOD 



Students 



32 7o L 



43 % UL 

25 % Unsure 
3. 7 X Score 
7.5 RO Coefficient 



Physicians 

% L 

23 % UL 

24 % Unsure 
4. 5 X Score 

13.5 RO Coefficient 



ASSESSMEOT OF DESIRABILITY 



Students 

% D 

100 % UD 

% Unsure 



1-4 X Score 

3.0 RO Coefficient 



Physicians 
59 % D 
86 7o UD 

9. % Unsure 

2. 0 X Score 

6,5 RO Coefficient 



A 



* TABLE 19 

ITEM # 14 
OUTCOME 

More highly qualified physicians (higher scores on 
state board exams) will be produced* 

ASSESSMENT OF LIKELIHOOD 

Students Physicians 

31 % L % L 

19 % UL . 34 % UL 

50 % Unsure 43 % Unsure 

4. 1 X Score 3^ S x Score 

12>5 RO Coefficient 8.5 RO Coefficient 



A SSESSMENT OF DESIRABILITY 
Students Physicians 
88 % D 7Q % D 

6 % UD 7 % UD 

6 % Unsure 23 % Unsure 



5.8 X Score 5. 5 x Score 

1 8.5 RO Coefficient 13. 5 RO Coefficient 



TABLE 20 



ITEM # 15 
OUTCOME 

Students will raise questions and .provide feedback to phy- 
sicians which might alter and improve medical practices. 

ASSESSMENT OF LIKELIHOOD 

Students ' Physicians 

-74. % L _a4_ 7. L 

^ % UL . 8 7. UL 
13 7. Unsure 8 7. Unsure 

4.8 X Score 5.5 x Sco~e 

20.5 RO Coefficient 25.5 RO Coefficient 



ASSESSMENT OF DES IRABILITY 



Students 



100 



7, D 

% UD 

7» Unsure 

6. 3 X Score 
27.5 RO Coefficient 



Physicians 
96 7o D 

7, UD 

4 7o Unsure 
6.4 X Score 
26.5 RO Coefficient 
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Students wilt .pradtic>i knowledge :sponer->y being 

_ able ;tp exiMin^ inT^their .edud^ > 
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Students 
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'TABLE_;23r ''J 
; ' ; , ITEM #18^ 



i?hysici«hs My. event^ doing the same thjngs' 

'Ovej: again, such'"is- -.tfeaching new^medick'l students. . 



ASSESSMENT : OR 'LIKEtlHOOD-- 



J 



Students;:, 

:£88: tm^ - 
. ^6 . 7o Unsure 
:2;7} X Store^ 



3.0 ?R0 Coefficient 



Physicians 

• 54^ t4JL 
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'3V;3^ Score - 
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-2>W Iritfo duct Ion 



\ Boted. a|rqvi5,'- it wa^^ felt- that the 8$ti*udes.,. belief •laad-.ej^ec* 
tatlons; of .program 'pa^^^ -pviot: 'to- init i at loh of the Iprogr^jweFe 

important: l?oth as indicators of .'axJ^BS, bt .pqtentiM ^s.*baseiinW^ " 

^ agalns;-^ -w^^^ and #§r^^^ ^ theJiqlio^^ing^ a - 



•1 



- -brief ,de8:cript"rve analysis, o'f .the e^^ectatiohs;,^^^ the> students regardihg' (. 
. ^ tHeif own ;roies- and the^ri-oies- of. their ^pftysiciefij^ ,adidjqr| will :"be ^pi^eseht edi^^^^^ 
! %^ ihoiiid 'he^ note^^ that .since the* n%he^^^ pf students. .ehjroii in- the-i^^ ^ 
■ 4^i^ingyt;h^ year of !its; operation is/smd.l\j(N^^^ the; ^Mrids ,of ^analyses, • 

thsLt- can vbe^ ]^erfoiraed^^ / Tor tliis, reason most -of the res.rdts- 're^- 

, as. ?Ma:J.^^^^^^ It is -of^^uelt^^^^ eyeii .to ^use-cbntingenc^ 

J, ^/talples. : With; thisr cpnstral^^ it :given there are ^huffiber of 6bs^r:yatibhs^ * • 
t^?-^: ^an'^bel%dj.-al3b^^^ studeht^expeitat^^^ pwh- roles / 



e^per^ l^ipda of expecta^^ 
students. ■ tiie flfst. had to do with thei» '.ejqiectat ions about medical schobl' " 
■in -general' ..^ Bef|)re the- students- Ifer.ev ^ked wKat- their expectations, actually-. 



■we?e, they w -|ha^ irifiuen6e,d their 

-;tions xDf what' medical; school -would^be^ Forv,each:)so%ce: listed they 



were.:M,ke'd1;q rahk.oh; a sc.ale'' from.l to 1* hov- irap'o^^ant ihf iuence ^on 



tHeir cph,c|ptapns it ;has. bieen.- /.Their responses; -a^^^^ 



I 



:Erepared^ vlth the assls-Tance of 'Martin ^Mistf etta-; * 

The iristniinen^^^^^ -sedtioh. is hased: ,caS he. found' ah 

^ Appendices Bv§^ aii(f^:Bv6v * ^ - - - • — , - 
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Medi'cai School- Bulietiris^ 

VMeaic.eO: St^uderits.' .at" the* - 
lUftana C / 

' _ I. ' 7 i - - * ^ 

dicai 'iStudents^ ^at Jtlie^ 
' ^ ' ago <C^^[^]XQ \ ' ' 

^ , , . 'a- ' ' 

-MedlfcaT;^ - 

^wft&r^s.chdois:- ' ^ 



iMembers -olP'^yoAj^^ : 
' ^ yhor^are-do^ct 




triends 



^Medicai- faculty.* 



■•50^ X- ' 



;jlerc( 



Per.centa^^^ . |ercefit, not -msi^efih^^^ *. 

A;^^^it^'4-^'A. .fn; vth^.^ talDle'f: are frefl^ecte/d .bii tHe^ tqw '^t otals-; / " ^ „ 

-^ • .41^. is* eyideht from "Tabl^: 3^ factors ^we^ ^spepific 

for ^ach* indivi'dual^ tlfat; isji ^no factors' were-Mivers|i^ important Tfbr iiil 
.students^ ^ Kie most importan^^ con^jfe^^^ 



Sc|i66l /Faculty (50? .Gphsi'd^^^ f^han important) wh tltje^ next,,/r^ 



'Source 



rce, waS' M§;dicaJ: Sohdpl Bilietihs: t^^^ ' 



assigplhg'them >Influe^ least importance ovei^ aU^ 



' - 1 



^^t^Sehts vere famiiy members wha yere. .'dpciprs^ {f6%: ass^^ iittl^ or hp . *; 



\ 



^1 

•41 



— ioi ' ■ 




. iza^JrVmce iq $hem)rwit^^^^^ pjf little, impb 

^'{65!% as^i©iing:lil^^^ -i^oft;aii,ce);;^ Piis; ;(to.es 4n^^^ -i^at." for specific: indi-^ 
"vi'daals they yere-h'ot- ^i^^ it seems^ that :after : 
\;Me±Lc|;i :Schbol\F,ac^ty md. Buibleti^^ consist ed^^ lndiin:dual sitiatidnal 
\lnfluehces, csme. into. -piay irr: th^ fbrmatibn of student eSqoectatipns^r.prib 
tKe -beglhn^^^ ' !^'/ / ' ' ^ 



' deteirndn^ student expectations aKout MediccLL school 

:in ^ener8i:ac^ i^riety; ,6f questions was .askedi, first, icith 

frespect %o' '^the^ Wourit 'of .time they expectedvtheir sttid^^ they 



,^vere Asifedr 



C6jiii)^ar6d^^ studie's ^ h^b^^ "ti?? dp jrou 

thinJc in vyo-UT" f % rs t , ye ay -.6 f , medi c s chboi. ^axe 

.g6in^:^^b>ifak ' * ^ / - ^. '^ '- ^ ' . . ' 



' ' .Resp<3p&es^ .vere .More t iine^ 



%IiesS'\tinie^* 



^'^ t'* , ' ' ^ /Dbn^t rioiow' . ^ ^6^'- ' • • . / 

Thi^^ student to spend'^a gobd:;4eai\Of» time ^witfi the bboXs . ^ 

In .regardnta^wha^ f elt to ^e^ im^ skills- 

thati wA^'d -be requiredy, the"^fb3i'owing^u^^ ^ , *' ■ < J- . 

In ycTiii} bpihibni/hbw each of the fpUbwihg^ " 

^ " . student "tb get ;the ,itos:b*-;9iit" b^ the 'fir.st>year' of 'me^ic^-sc^ ^ 

, 'Student Si were Risked to" rate-each- item, on -.a •continuum pf .in^ort^ce- 

f^pm/K'i^ (Ts) to- low In; Tabije; 39 the; meaS scbres; f6r^each"'lt.e]n are 



^ \ 



■\ 
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■i . ., ■ 
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Manuaif fDeirtjef it ^y^^V^y* s ' et c 



1^ \ 



■ ■Abilitj^ tatmemorize ■/ 

; Abn'ity; ifo',Cp^^^ Mitei-'iai-.'' 

■ ■ Abli ity- ;p^^^ 
\ Previous. 'knowie 

' ' / ' ':. " --.s^ujlyini; . : ■■ , ■ . . " ' 

■|" ,- *, .Getting -^'pri^^^^ " . ■ ' ■ 



■ it.i- 
5,5 



V 



-reiat'ed- .skiiis. voxiid' -be 



,9 . - 



11^ / 



." - ,' StMe^ts^gefnerall^ thpxight .science%s,tu'dy-reiat>( 

. pf: ttie highes^^^^ .auceess 4n;the first , year ^pf. medical ' 

^ -Ichopl.^^^^m^ to memorize ^ imf^i^tance §corel', 

^ /ability; to: cope: ^ mterisl :(?.&^^^ prisvioiis knowledge of 

^\ "Physical science \3'/p\^ abif itSr /to remain :reia3c^ :(^ .9;) » learn- < 

" ing as many m^ facts;, as ,p6'ssible; C5..:5).f-making -up: their o\m..mind ;a^^ 

\ _ what to study' ;C5.i:)rahd^ gettirig^^^^^ medical' facia ;(5VM as the 

" ^ :mpst. important skills while alMg-\^ith .bthkr .students^ iU.k) .and " 

. , re^eiirch: p^^^ ' . . 

' Giyen the mpprtapce' pf;^^^^^^^ in medieval schppl, tiStudehts 

/ were- „asked;h6w^ weii they thoii^t they woulrd dp acadeM>lL^^ relation tp . . 
? 'pther^ students in ;the pi^gr^^^^ ;;Replies; w^r^^^ follows:, ^ 
. ' ^ \ * '19l^ex]p>c;ted ^t6 average; * 

''i9? expe^^ do better thW ' \. " ' 



, ♦ ' Psychologic^ $heny. the students' were^p^^ for the/'cha3rieng^ * 

of performing'. While/some indicated, that they were unsure^ hoiie felt, that 
\they wqiid 4p, pdbrly^^ ^Iiiterestingly^ S-idv^ poorly fsjiwili be ' 



"discussed in " ^« # ? . , 

^ ' ^Pne :getV .somewhat of :8ii* i(i^di tlie siuc^'eties' the/^studeh^ 



Had. about, their .-fut^^ anrl the stress, that tfoiiid be jinvolved in^ ' 

their ^e(diicSL^^ '■experiences from/the f6i*i6wing ite^^ asses slng^^i^^^ 
be .the-more difficuli^^c^ medical Th'sse i^ems 'vere ratfed -on 

:a cpnt inu\m': f roin^ vei^ M f ^i^ult. Gr); to - not 'dif ficult, at air Mean s^cores^ 



oh' the 41^.ems^J^re. presented in Table - iiO^: 



^Making: f^ien^^ . 

' Keeping-up-w^^ studehtis 

Le^raing/what expected^ of you 

^ Adjmtment^ to* of " 

.the^ .anatom^ilab^^ r^ - , 

Liearnirig' to: thir)i:,f or ;yburs ei'f v 

; . \^ - " " ^ V- ■ ■ ^ 
Getting. tp^Tchowr .f acvity/meM^ers^ 

Not becoMng terise-h about your work 



1 . 4 : 8; 



itoe/cah see- f^om^ the table th^ iearriing v^Mt. Yks ejected of. them,- 
; ;keeping lip^with other -students and *ren^^^ con- 
cerned; them more, than the ojiher potential ^difficiUties-^^ Apparently , the' • 
students .did not - th ihat keeping up with bther^ students; wouTd be\an 



110; 



* ihs.\iiTi»'aantatle: sourrce-of' difficulty because jnost .of^'them felt that,, as. rer^ 
port cidviri the quest ion perfbfm a^^^^^ thah; ^ 
average^ ^ ' * . V* , , . 

A question which is related to the students-^ expe^^ about ^ 

r^lative/perfora^^^ and; the difficuities' they might ^-hcounter in keeping 
, lip with other students has tbWdb -wi-^h tpeir feelings ""jaboiit competitiveness/ 
in medital school, Tfaditionea;iy> medical schools 'have the aura of 'ins tit u^^' 

• tions in which'. competition is oihusuelly |iigh, with consequences which are ^ 
, oc6asi6nally^ serious for the mentaL^well-being. pf woui'd-W physici^^ To 

tapv this grOi^R*s, feeiiAgs- about competitive situstidns,, they were asked to 



ihdicat^e their a^ qrientatipn toward them/ In responding they' said 

• , /J . \: • ■ - ^ . r . * : "-r \ / 

^the following: \ 1 ^ ' - ' ' ^ 

, ^ ;25?C:. i disyke .^them.^and prefer to avoidv'them/ 

25^ I dislike tli&m^^^^ , . ^ * 

^ . 13J5 I ^ave ^nexrtral. fee • * ■ ' 

' 2^%< I-'enjoy $Hem'^^^ /, \ ^ r \ 

. . ^ 13% ' r ^et aykick -c^^^ 



Th^eir expect at lots about how/^jcpmpetiti^^ t^??-?' clfi^smates in medi- 



cal schob|/WQiLLd:be were: 



13%^ yA great deal of cpmpetitiyeriess . 
. :19^: A fair ;aji&Mt^b^ 
'.. -63%^ On^y/a lit ti% competitive 
' £ f No; cpmpet it iv^ all, - » ^ 



^Si^dei^feelihgsi therefore ^ were mixed about the merits^ of compe-^ 



'titioh,.ih geridra^^^ :sur^risingly ^smea-l^ropprtion-^of^^ expected 

. medical school, to be Hl^dy ^competitivev " * * . . ' " ^ 



%'ere WM i^^^ in deteiTnihing^^ of persons' stud^ttts ( 

> expected to interact with durin^^^ course of the pjbgra^^ 
\ heing that"" the discr^^iincy between- eiq^^ctatio^^^ ajid' experience on'thiS measure 



A - 



might '^be related to; yaripus^ outpoimesA - Students w.ere thus asked to rate 
several* categories of .^actors in ^eiiiis \o.f how : much contact they expected %to 
rhave: with each. The mean score) or these scales (l^e^remedy Xittle cori- 
/t act;- Junior e than enough cbhtact:^^ iiyTabie Ul . 
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TABLE. Ul 



IHTERAC|I01{AL ^C9NTACT--STUpEIW EXPEdPATIONS ; 




, , ' • \ , ' . ^ Mean 


Score- (N=l6-) 

i- i 


Patients ^ J . ^ . . 


■5,3^ ■ ; . 


^^asic. Science Faculty - ~ r . ^/ 


5.2 " 


Full-time clinical !faculVy ' ^ ' -1 . ' *\ 




Practicing physicians j • 


5.U - ' 


Admihis^trat^ medical school . ; 


5.^ . 


Medital* specialists. ' / '\ 




Friends .outside, 6 _f s chool ^ / 




^Membersr^of^your f *. . ^ 





^-It appears oh the basis of these results *that istu^ents generally 
expected to have adeqiiate amoimt of contact with eveiyorie except members., 
of their '-"faaniiies. * ^ * . ^ > . , ^ ^ ' 

. r"":Oh the Whole, l!heri, it ,can be concluded that ^hdre is* nothing 
about the generaQ. expectations o^^this group of students "regarding, their 
medical school, experience which- was^^mexpe^ of the ordinary . * , 

As was indicated -eari^ ihr addition to the general expectations 

- *• ' ' ^ 

that the students^ had', eW^ ,was.made to^detei^ne. t^ 

*" / • ^ 

•about ^ specific role^ behaviors that they might engage in during the 

program. The students were; fir at asked 'how likely they tho'^ht^it, -was. that" 



^ they wptild engage in k sp^ciTied' set of * r61e*^ and then were asked 

to. indicate how 'desirable it was that they engage in thes.e behaviors~ 

* ~ * / " ' ^ • : ' . " ^ '^^ 

. independent /of how likely it was. Each estimation was made pri a seven-point' 



-tr-. 



t » 

i 
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^scaie. in .Table h2 the ^mean. scores for each role behavior for TDoth the' 
likelihood, and desirabil^^^ are presented along with a dLffei^ence 

betveen the means score* * . . 

- ' ' BEGrNNlNG^IWCTOR' S/ROLE .E^^ 



I 



, - *s , . , - ' Meah' 
• Role/Behavior ^ • ' # Desirability 


Mean* 
Dikelihood 


Differince 


: i.. Attend classes ^ . * ' 




V. 7 ,■ - 




\ . . 2. Talk a^ut hohr'iedical^ » 
' ' * other BDs- x/;^ ^ , ^ . , . ■ . 


2 vi Y- - 






; 31 Heip: fellov BDsf with academicHprobl^s- i 

V ^. Listen ^to complaiht& d f ellw: BDs , / " ' * 

5 ♦ Read texts' M riot a \part\ oT ' 
;any-'fo3Sed:*a^ ' ^ V • 


y ■ c 
2vl . '. 






2. -9: * • 
■2.6 * 


•. -2;0;"; ^' 

' 3.0 


'.9' 

♦ 


' 6,. Attend *ihe^tihgSi seinirx^^ cpll6quia\ . 


3.7- ' 


" 2;1* • 


1 


T; Ask nurses and^ 

-practices- ^ \ , ^ 


■2v0 .* 


' 2.3 


- : 3 • ■ . ' 


'8. :Stud5r to p^s- National Boards 


3,7 V,. 


2..-l-'5, . 




9* Manage the, so c^ relationships between / 
- : ; doctors- and patients ^ _ y ] ' 


3.5.. \ 




-••.8 ^ " 


10. ^Cram /for' exeo^ • • 


6.2 






♦ -.;il* bp physicp^ >exa^ - . " 






.- .1 


^12. •iflie; histories . ^ ■ • • 




2i0 " 
' i 


j2 


" 13. , Diagnose patient;'^s,medical problem^^ 




^i:e f. 


^ Aslt o^her/BDs quest 

\ and ciinicai . problems- , . 

- 15. Seek out 'faciaty for indi^ 

"in the b'asic medical sciences^ ' \ ^ 


2.'2- 








'2.3' ' . 




l6. Sttidy^ basic^Jjne^dicfid^ 
___,__^f-;developrspecia interest . • ' * . 


■2.8 


• 3.2 




17. Study' those areas :6f a basic science 

^-in which develop a s^ interest' ^ ^• 


3vO . 
^ • ! 


* ■ 3.3 ^ ■ 

* 





^'Scores: ' *. . 

r Very likely- ' ' . = (a ) 

. " Highly desirable = 



* Very vmiiljel/ 



'Hi'ghiy ,un 



^ (J) 
=.(7) 
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I: 
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• , * There/ 'are *s even items vith/large discrepancies fbe.twe^xt lilceliUbod 
and desirability^^ Students f^ipught it-youid be inore like^ (difference !• ' 
than desirable.^ to -Study Board exams . /Eiey thoUght 'it would 

be Jnore » desirable^ than, likely that iThey would be ailpKed to, diagnose, patient ^s 
medical problems. (-1.6^ differ.ence).: ' BD^ s thought it wo ul^ be more likely^ 



1 



thM desirable ;that 'they wbiald have to attend-ineetihgs, seminars, and"'coli6r 
quiff (ll,^ "difference )im alsp^^more iikely, thah.. desirable that they would . ■ 
^ • attend classes (l.Q difference). Students ^s6. expected -that it ^woi^ld be P"' 

ihore likely than desirable "to' listen to comblaihts .of- f ^llow BDs. (0v9 differ^ 

^ *r . \. /, ^] i''"-'' ^ ' 7 ■ * " ' / * ' ' . ' . ^ "'''^ 

•^nceJvl^ore likely than desirable^ thdt thtsy would: have to, qram for exams? " ; " 
{0t9 difference) Md fhojaght- i"; woiaMrbe desirable, Uut less lii ly,"that - ^ 
they would manage ibhe * so cjal relationships betveen doctor arid patient (0u8' • 
' "<kfference X^ ' ' . - ^\ - ^ ; * . ' ^ ' ' ^ ' V » ^ 

. • .5hese*differenoes in expectations beiifeen what^^^^ felt was' Ijkelj^ 
, aiTd what ^they i[plt -vere desirahie role, behaviors .provider infonmt'^i^ 

where potentieQ. sources of dissatisfaction within the^rogriam lay* * Stp^dents v 
expected/to have to^^study and cram jnove^ths^ - they d^ eii^ expected to *^ 

have to spend tiihe' in vfoxlna^ learaing. se:ttings mbre^ th^, desired* Qn 
the other'hand, they didn't feel that they mui^ b^ engagin^/dfi rOle beha- 
«.vi6rs of "do.ctor" as much as tj^ey desiredi. In df^her, words, their expecf a- ' 
t ^.,tion discrepancies suggest that' the: werevfuiticipatirig a rather traditional, 
prdglreori in which' they' woidd b^ ceiled upon to play, the role' of student al- 
.though tbey would perhaps prefer to play the ;role of doctor~at least t^p a 



certain extent.* 



the 



Examining, the relative 'rankings; of the to I'e' expectations "of 
likelihood odimension,. two clusters of role behaviors ^appear to be^defined * 
as most likely. First,, they ant icipat-e a.^great deal of contact with th'eir^ 
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I 



I'f^^ * < ' 



I 
I 

i 
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/. ^ fellow ;students (#2, 3,, l^f) and^secohd,. fhey ^m^^ in 4. number *, 

; ''^ , ^ ' i \ • ' -'^^ ^ : ■ 

_ ^ of' the routine rple behaVidrs. that^^^gdt.erize^ the- early, -trailiing .of. a 

/ ^ ^ .?^us, both in. terms Qf ;*expec^^^^ medi,cal"^.school in '.general."" 

• an"d expiretatlo^^^^ abput>,specif^^^ roie\:^^^^ engage irii/these, 

./students appe^^ ygiy lit^^^^ might be expected^ ^ 

medic^; student s~ ih. general;* ] As ^^^in^^ act ual 

?^l*^?nt/2^^^ for this set of fandings is\ f 

' jthe fact that^the studQn^^ chosen for the program. hM-ver^ little 

. T4?a^9'^^ l^R^.r dr. that it was ihten4ed t^ be * 

, '; \J.radYat^^ there" , IS. fn^^ reason' tp\expect they would have; expec- 

\ - tations priar -to: coming, to the SQhool;whi^^ in any Vfi^y atypical*. 

' ^\ r\ . Xli addi^iph- ta ,M specific, role behaviors that. 

" . tiiey themkelTC^^ jLtght engage in", they were asked/tdl indicate- the likelihood , 
and desirabiliiy -of a set of role .beliaviors that their TDhvsioiah Advisors mi «ht * 
> engage in. Their expectations about th^^ were considered. to be ex- 

'tremeiy important in view 6.f lAe fact that the .sti^^^ 
^ ' to be a cehtrsLl' part of thi prc^am.. It was .felt ttiat eL^criticai aspect of 

stud^t. adjustment the- innovative nature of the Schpdi^ &d thus a possible 

./ '1/;/, ;. - ' ^ ^ - \ .- - : - ^ _• ^ r - ' - - 
influence on th^ level of perform achieved was tlte nature of the *jiiter^ 

^ Action between student ^and M^^ Tli.e student -*s ]^rf ^program feelings about thi,s 

; xelr^'^phship therefdre impprta^^ t^Ovdocuinent . ' ' _ ' ^ . 

" As waS' the case witL^^ expectations about their ^ own roles , stu- ' 

dents were first asked 'to indicate the likelihop'd^ that their iM/s would kg 

^ in. a specific set of rcle. behavip.r^ dh a seven point . scale-and, then .asked to 

indJcatp the desirability that tihey enga^^ behaviors, again on. a. seven ' 

^ .point su^ie. Table 1*3 on the- r.e.^ j)age presents* the mean scores, on both criteria 

s. i ' i '* . ' . ' : *^ - . : 

. for all 'items aiid' the difference- between .. , ' . . v 
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' 'Role Behavior 



^ :DesifabiLity LiKelihood- ^ Difference 



"^ir :Give'faa^i"5e on ; • 

&v Provide' ehcom^agemer^^^ . 

* 3.r Oversee''% study habits^ 

.^.e- a' friend^^ " ' , 

, %• P?fepps"brate^ the ";i^evanc4;6 f llba^^^ 
medieval science / . " - 

>6. PeiTn|.t 'me;:t6 wprk-^clpse^^ him 
:6n: patients: - _ - ' - 



Tti^ fiifiuence Sy- approach to 

of .patiehHiS* . \ . ' * 

Iristiii standard ..practice 



'9* Be. .wiiiing^ j^^^ 

";time^ wtthime' ' \ - , 

10 i PeiTE^ me tpsobs^ in practice 

li./Und^^^ i, aff.a. BD, need. to ^ 

12i>Be^^w ^eyelppments • 

- In*ime$ica^^^ \ . 

is. Meet, me p^ ^ sp^j^'^: ^^^^i^: 

ik . i^ermit: me t p- vprk- with patients 

' Without hi , 

i5t ifTOvi irifoimtipn :on^^^^^ . 
in- basic ;med^ science is'*.re<itd^ 
tq f^ctipn>ef ^ ^as^a.physicie^^ 

* Ip. Be recepliive to new ideas about 

.medical practice ' " 

17; Invite me t6;.his hoife^^.^ 

ih.' Permit? me^ to ^def ine .iny^t)wn program 



3i6 ' - 

. Uvl : 
3.0. 

2V9- , . 


3v2 . . 
.U..5. 

:3-.2:- „ 

- 2v9 




■ 3 V5 . 


3.5- 
3.2 
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.Scores; 



Ve:^ likely = 
Hi^iy desirable' = /l ) 



Very lanlikely = (<7)' 

Hi^Iy undesirable .= (7) 



'I 



N- * . „ % contrast to t^^ 
* . \cp^itive orient at^^^^^ of 

physicians A'dvi'sors- were reas^^^ Oh. only three llem^ was 

- "- ' ' ' • - '. . - ' r - I * ' ^' i -1^' ■ 1 - * 

" 4:liere\a difference of 6^^^^^ wjie'reas there, 

^^a ;diff^renc(| of this -^aghitude^^^a^^ regar^ng thei^ their* ' 

■ oi|n fpies;. '\ Bae' stu^^^ that it -was^ ht^ly desirabiy liut 

_ -fei^ly;!^ -they woiad. t peiMtted^'td/TO^ without 

the: direct .su^ l^**'. Thiey.fdso^ ^f^^ was: desirable 

biit, .somewhjat 0^ ^that >|ihe ;JffiAVs. VpMd. jmderstand what they, cis' students " 
.p^ , needed to know ? Finally they ffelt that it". was, more, desirable. than likely 
' *i?ftt thie^^^ plos;eiy wiibh 

Tiimingfta |naiysis. of the relat'iy^ cei^ on. ; 

* ^ ' ' - ^. , ^ ' ' * - ^ " . ^ - ' ^' - _ " ^ '. - " 

. l^he. .part of the st^^ • . 

• findings appear. Keeping the yial^^^ donsi-stent with^ .that perfbfihfed. on- 

the'-cbhseq^^ assessments reported earlie in this .chapter, any item Ibout I 

V which two .pr mpre-st^^^ it'was> neithe^^ :desira)le nor .unde^ 

sirable or that it was neither^ likeiyv:ri6r^ unlikely was 'taken to be an item 

-about which' xmceHainty exis^ tStud^nVs. yere,. by this definition j\iuic , 

; tain, aboiit the likeiy^^ engaging in eleven of the ieWnteen ;^e- 

. hayiors specif iedyfor their 6wn\TOles\8^^ werfe^ mcertain.'aboi^ desira- 

• ibility pf_ their er^aging/' nirie ,pf these behavipfs^ the rale of 

their :piysician km thkllikem ^ ^ 

their MDA' s woiad e^ga^^^^ in eleven of t-h; ^ /:een behavicr^ -specified 

were uncertain aboiit the -desiVab^^^^ twelve of the eighteen. Bj^ con- 

tfast there was no uncertainty on ^;He''likeiihopd^and' d^ of 

\ * three of the behayipi^s/speiii^ie^^ for their own roles (iiXthdugh there was 

*np; overlap among them) and no lihcertain the likelihood and the' 



-defirability of AHree of tlieJbeKa^^ 
Advisors, f^ese respts- are" siimmarlz^ in Table k^ "belbV., »^Kie .nimfcers ^ in 
*^the pa^^^^ correspond fcJ the actual, rple- behayior' iteihs-ih;Tdbl&Svl|^^ 



■I. 



^Uncertainty in. 



-Role og.'Phygiciaii . A'dvj sof, 
Likeiihdod: . . : I?esi'rabi-lity . 
'• '11=1:1:- - ' ■ I M=9': -. 

, Il,;!:3,ii,i-T,i8)- 13,iU;i6,,il7?,l8) 



y- , ■ Role\.6j':-Seif 
'LikerthQdd ' 



(3,--5,-6v8;:9:,iQ, " C2,lt,,5V^>i9ii2, 
ri^2iI3il6iiTi) .i5,,i6,l'7-)l • 



iNo- TMc(5.rtainty-' h=3- 
ihrRole" Ecpfecr -ti^.E^+ iiB ) 
tlitiori' - 



, n=3 



:'n=3-: 

i(.5,i2vi5l) 



in generali th^^^^ ' :. 

and: affect iye; of lentatlons toward' the.' kinds, of role .behav/iors they 
'P9Ml4 expect their ,a:dvi:s6fs: to .en^ige iii tirfan. they were- ahoiit those they might 
he .engaging in thems.elyes. When the level of uhcertaihtyjtass examined, it was- 
found that, one- aiiarter or mo^e of/ the .students were uncertain .ahptit .the! likelir 
'hobd/p-f ;similar ^ehayiofs, specmedy own .role 1 arid the rol4#'' 

of their I-iDA's. " Howeyef, unceftaihty -was more intense regarding. the '^si^ 
•of role' heiiaviors of their- I^&A •xjjpm5ared,.y^^ 'iiheir ownV .;6ne- qiarter .of nraf 4 , ' 
of- the students indicated that they wef e uhceftairiC about the desirability 6f 

•only 6i\e/.of the role behaviors .-specified fbr thenis while ''the re were five 

K ' .. . . ■ ' ' ' ' '">' ' ' ■ l- . 

:9f- the fole behaviors of the- MDA 's. whose desirability was. unceftairi.* These- ^ ' " 

results are sumnarized in fable' 'lt5v .The nmbefs. in pac.^nthese.sj c6j"fesp6nd 

to- the lacteal role "beWiof items- listed In Tables !i2 and li3. .i 
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-AREAS- OF HIGH'%C|R%iNfY IkSTtAJENT^-ROLE EXPECTATIONS. . 



■ -RoIe^fof/.Self - ^ ■ . 
• - . ' Likeiihood - -"DesirablOlt^ . ' 



■ "R(31e'-df;MDA.. . 

Likelihood'; • , : i)esiral3ilitry.' 



/.HighlyfiUii-/' ' • h=3.. - 

certain*- (.5,l6,l-!r-)- 

. ;.Rpl'e /Ber;. • . • .■'l. ;- 

- haviors- ^ ' . 



■:(l|jil||lt,l8), (lif .?;il3,l.t) 



. • *,N6fe: '4 rple^ehayiorwa^^ ; ' - 

^„ M§'^indin:gs^pib^^^ 
/rssessmenti.of ;the^ desirability" of -program consequehces/iis- - 

,cusged^^earli^. in .tKis. =feectipn4^;Ther%;was i .great, deal. iess. '|ibiguity -re- ' 
•. garding the 4esirab|:lity- of set: o^ phj^siciaii^ foie ^eh^^^^^^ . ' 

Imixirt . 6f .this difference is nk- eStire.y .cle#.,. it abeafs: -that the students • ' " 

goal-s fbr-tlie, pr%.^: in-g^^^^^ ^fined_in ,their.o.m- i^^^ 

.than' wei^:^thed^ rei^tionshipv thus iea^^^ a ' 

. great =dedi- of latitude for role :;heg6tiati6n..:teti.een -thepeLve|. and. theirsadvi- 
;:sors but -somewhat, lesf -f?;^ fhe^.pro . Other- .thingsV^ing- equed, -, 

therefore,, over, tiine. diil- -mgfit e'j^ect; i^re .icyjaent; ih._the ,M)A . iple expectar 
- fi6n.sc4es' with- less.; dissatis faction -l^han^ on the; prografe. outcome.. scales^ In .... 
• ■other words-: l-tud^^^^ adyisbr, .relationship with 

■a greater degree roj- a^ffective flexibUity than they -wj^e ap^rbaWng the. " 

program- as a .whole . '., •'■ ' " . • " ' , 

2. 3 summary-: • _ / ' ' ' - . ' ■ ' ' ' 

. To summariz e the: students ' ;generai • expect ations abbub: medi cal s chobl , • 

nothing was fbund' tb suggest that tffeir .expectations ' de^^^ those of 

' . ' ' '. .. •■ . '.' , . ■ -■ -. - k 

medicaL stuiients in general ., They -ejected to spend a "good deal of time with- ' 



''-the, books and' considered the.cS^^ be of ciajbr 

Tlmport ance^ :f ^ students: ' ' 

. anticipatjed that, learning *wh at .keepinj^ up^Vith other 
^ .stiiderits ,^^ and', i^emaihlng rei about their writ wpijii ^ the most difficiiLt 
'aspects of medical schbpi. ^ ^f'cudent -feeHngs wer^^^ the merits of 

. vcpiipet itibn in. .general "biit a surprisingly small ^proportipa^of them expected-*- 
.medical' &ch6oin4ip>^l)e {highly, cpmpetitivei> • ^ v i . 

/ - ' siddition t6\^eneral_expectations^ a sch6,pl,..ari ,effprt' 

.was made t^^ the. -students ' e>5)ectatiiorisvahou^ role, behaviors 

'that they Mght '.engag^^ in, during the piogram; ^The students were fj.rst ^ked 
hoy: likely th^y thought it/was that "thyey/ would :engage in a- .specified* set of 

- role b,ehavip2:s^;,a^^ ¥?re. asked to- indicate how desira.ble it was that they , 

.; engage in tnes'e behavi^^ Iherejrere seven items with iLarg^ discrep^^ 
be^weeh likelihood a^ desirabil^^ Ihese d^^ in- expectations may ^ 

provide inforination,'as>,t where potentlp sources ipf dissatisfaction lie. 
within, tlie^ prpgrain'. !Die student; expe'cf atipn discrepeuric^ suggest; that* they' 
weire antic ipat^ing^ a^ rather? traditional prpgrSam in "which they would be called 
uppn to play the, roijs , of student although they TOiH-d^perhaps prefer to play 
^ the role of doctor. ^ ^ 7. ' ; • ^ \/ " ' ' ' 

in addition to asking students ab^ specific role .beh%vl6^ tfiat 
-they themselves might engage in, they. were- s^ked 'to indicate the likelihood 
/and desirability of ^ set pf role, ••behaviors that their physici'ah Advisors , 
mi^t engage 'in.. In contrast to. their expectations abovct. their own ^roles, 
stiidents' cognitive and affective ori*entations toward- expected role behnay. . 
vipfs Of physician Advisors were .reasonably congruent. Oh only three of ' 

eTdite en: items was there noticeable. diffet'ence\'.^ . . - 1 - - 

^ ' - - . - ^ V " ' . " ~i . ^ . \ ' ^ 
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- - • :s_e.c4io%. :ahy:^it%li4beltJSh|ch 6t Mrh • student sSrepifl^l- -that' it was-' 
,.s neither de^Jrabie nor .undes^^^ that^ it -.wm ineitherl^^i^^ 

. Mjely was taken: :to.- be .ail 'item'-aboirt which uncertainty ex-i'Sted.- " -Using^'.tfeis • 
V ^^efinitidh,: students were sii^:tjy less 6ei^ain.'ih- their -cognitive and' ' - - " 
• . ; ; ' -aff-ecti-ve ;6rieritations- towar^^^ i^indl ;of^role behav^^ could 
expectr their -adyisors . to in than* .they ve re -about those ^that- they 



\ *ight be e'hgagirig in themseiVi^s,;. However- unc'effiairity was more- intense' re-- 
;gardihg t\ie- desirabirity of ' role b'^ayiors of their MDA's" ^as, -cqip.ared with 
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I 
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their ovn.. Thus it -appears that the stUde^tits^' .gqais. for the-prbgratn, in / - 
. .-.general .were more sharjayl defined % t^^^ own-minds, thaii were. -their goals. 

tor the ^visor-studeh^^^ relations thiis, leWrig .a.gre^t.ieal of lititudfe^^' - 
^^for 1^1'^ ^negotiation :bet^^^ ^ 
"for :the'progreg^^ - f — ,7 ^ — ^ 

^* - Socio-pemopyaphic:'?^^^ * • . • ' • / < 

> I.' Phys iciah 'So.c io-Demdgjraphic Pro f iles: * 

1.1" Introductidh . • ; " . ''J- .- 

Kie .purpose- p£ th^^ section is' to proyide an pvervi|y of the eoci'o- 
^ - demographic characteristics of the .medical' .commity: in" w^ the-new -School 
M -Wis ovei^-ey inay.-be^ us'SfuI- as a pbirit-of departure^ "decision-"- 

■making regarding the' relationship' between -comnunity characteristics- .and prqgrajn. 

' - .* . ' ' • ■ < . ' • ■ " • - ~ - 

outcomes. P^irther, it /n^y .^e .useful in^^^^^^ 

inatipn on- the base-line 'pool ^^bf potential manpower on whicli 'the' program is • 

, ^ • r < « • 

. dependent as it develops.' ^ ' - , ■ ,, 

■ - " -. _ , • ' . - " ; . , ' - , . ■ ' " , •. ^ . 

V The data used to build .the profiles' w,ej:e taken fi^im the physician ' . 

.bSckgrqund^auestijjrm^^^ The analyses. ' pr'Jsented in / 

this, section "ai-e based 6h- the total sample of responding.vphy5i.cians . An 

t , • . • . , . ■ •- y . 



analysis of the characteristics o£ th^ , physicians chosen :tOvp_^icipate_ in 
.the program , compared t of .phjrsicians indi^.^ting^ a^ to 

.participate but. hot, chos,en/and those , of physicieuis. declining to participajte ' 
•/is presented ini a later isection: dh^;physiciari i^dJ^^ , - V ' 



.l.;2 Analysis; - c ' : ; ^ " ^ v - * , . * • / 

''A tot^i^of " nine characteri.sti-GS Qf this'^hysipiansj^wa^^^^ - ' 

' fqr_ analysis oh the"^^asis of what were felt to be important infl,uences ,on 
the nature of any 'medicd^ / 
1. ^The hlmber of hpspi'tal' 

g. - Tfievnlmb'er^ : ^ 

3. ^'Bie^tnumber .of memberships, i^^ societie^^of ' 

, varying typ^ ^ 
* - ifiterh^atiohal) ; ' • ; * - - . , 

. The number .of :professio^ 
' ' . , ' at;tehded dturihg the pastr y e^^^ " " * 

\ * ~ The numbe"^r^f6f inform ' * 

in, yariouB regions of the^ countiy; . (i'^ei./ northeast, 
•southeast^' - southwest, *farvwest')> ' ' -* , 

6. Bie niunber' of years gifaduatiori from mediciail school. 

- J ^ ' * ' * ' ' ^ ' ^ ^ ' — * ^ ' 

The extent of *'*ihtef gene rational; sp'c^^^ (i. e.j - • * " 

the "distance'' :bet^ the occi^^ati'o'n^i status of the ' ' 
. ^ ^physician md^ thejphysician-|s; fa^ ' . • . * 

i« ' " * - » * „ < ' 

' i * ^ - '*o * . ; ' ' \ ' . ' ^ ' ' ' ^ ^ - ^' " 

. 9. , Cosmbpolitanism (^i.e.,_ a scale yneasufing the extent to. , . • 

which contacts with colleagues; 

' ■ * inmieidiate yicinit^^ / . - ' 

^ The- purpose df tfie first set' bf ^analyses ^p,erfbrmed-was tx> determine, 
patterns of variability that existed within the. local community with respect 
to the nine characteristics. The characteristics^^themselves were broken down 
-into a set pf/bwenty-th^ree discrete variables, the variables^'^w.ere inter- 

Prepared with the assistance of Michael A. Counte and Martin J.^ Mistretta. 
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correiat.edi and the correlation factbr analyzed. The princip^al. 

axis coordihat'es^ of were plotj^ed, ; and ifhe solution was -6rth6- 

gpnally rotakted in-order to exaiidne .simrle- factor structureV On the i)asis 
of these analyses, presented in T4ble *V6,^ fom^ gener.al, oyerlapp^.ng factors 



were';derived.\ 
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1. 



imrLOADjNGs ,orr PHYSICIAN socio-dMo^rAp^^ profile actio^^ 

' \, ;Ractor/ 1 (Seni6rity//:j.n ;the Medical' :Comniunitf ) 




iTEM 



^> .12 (b/) :jrear gr^^ s'c|hooI 
*: 1-8; age \ • ' • ■ 

3^ years- practiced' local " //• 



•69 : 



■ • ' • Factor .ii/GPro;fessi6hal. 'Ihv61-vfem6nt ih.^^^^ 'and' 
■' . * ^ '7 ; -Nat/ibnal'I^'dicM-Af fairs'^ .... ■ ' ' 

conventions, // ■ . ' ; *V ■ • 




-FACTOR' LOADING 
^'.^ ' .-.93- 



.56., 



. 6/:(V)' niemBersh^^^ national proTessional so;cietie# 



" -9- ic^l ^ informal prof egsi6na37/.c6ntacts-~Wort^ ^ ^ 
'9. (c-3) informal^ pr^^ "1^-3 

. ' - Factor „mr.(-Prof^ Af filiation: iVith. Local 



. ahdC Repcibhal Medicali So ciet iesQ^ 



\v6 (M membership in'stateV^pTOfes'si"^^^ 

6 '(b,) . membership in l6cal;pr6fe^^^^ * ^ 

^ o (b-3) attendaiice at * regional ^meetings/conventions ' ' 
/ 6 ' (b^) memlpership In regional -medical societies. ^ \. 



' . '« Factor JV: (Cosmbpolit^ism): 

— - ^ *, ^ " > '^'^ r t ^ ' * . - ^ ^ 

3 (b^l»)" attenjdance ,at natioiSal hieeting^/ccrivention^ . 

^ ;8 (b-20--a,tte:ndanc^ at state, meetings/ con^^ 

:\ ? (]5-5") a^tendaiice at.internation^^^^ .meet^ngs'/cohventions 

9 (cr5)"informai /professional contact ss^-far 'west 

?■ likeliibpd 'of hospitil/clinic affiliation ■ • ~ 
■ \ • ' ' ■ ■ * 

22 ia-id). cdsihopoii^anisih scale 



,63 
.62: 

^ 

. 

.58. 

.58 

•55 

.50- 
.'l»0 
:.iiO* 
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The.. four factors underlying those, characteristics; of ^the physi- 



cians which were .included- in? the' ahalysis^ appear to be 
*.l. * Seniority iri<;the medtcal' conpunity. i ' 



2. ProfessioAal involveinent in ' local ^d rnattc^'ayjife 



,'. 3:^., Professional affiTlatioh with local and regional meLcal societies. 

• . . ,^ ^ /: ^^^^ . ; 

' * Cosnfo-Dolitanism. . 

' ? { * Analysis' of the .relatibnsh^^^ mnong the factors revealed that 

^ Factors* I arid Ili '^ere stroi?gly positiveijr rel^^^ed as wier.e Factors 11% and. IV, 

while tdie remaining relationships were negative with thfe exception, of that 

Jetween^ Facti:>rs I and JV^ vhich/was p "Rerexamination pf^ the*' ^ 

^variables^l'o^d^^^ Tactorvsuggests that , V^th ^respect' to. the - 

characteristics included in thfe analysis/ riatterried imriabllity in the local 

infedical ccmunity 4n which the hey School was located occure'd' around a .general ' 

diffei'ence iii orientation toward involreihent and. ^affiliation,.' Ihis ^difference 

in' orientation ^ppea.ys to ^te related to the;^!cqsinoppm vs\^ -"local'* .ddstinc-. 

' A ' ' • . . / - * V ' ' * »* *. ' 

tion which figure s.6*i>roininently in the sociological lit erature^on occupations 

^^ (erg, Merton, 1957; Gouldherj l?57:;Heathering^^^ ^ . 

• except ibn.. Included^ in *the '* cosmopolitan." orientatibn i-s a high degree of 
^-involvement in local medical affairsr. T^is exception 'has , important dnrplica- / 

tipns for the. new xerogram, for it suggest^ that the more- cosmopolitan nhysici-ans ^ < 

• woum not jhec;essarily''be to 'define inyolvemeht in the .program- as ^tinimpor-. 
tant. In^e^ed, the data suggest that JLhey mijght well be expic ted to* become/ 
heavily involved,-*. ' ' ' , * ^ • . •* * " 

^ Pursuing the analysis pf the -socio -demo graT)hic characteristics of 

\ ^ * A ^ , _ ^ ^ ^ - :;\ ^ * . a' 

•?xe.V^Physicians, similarities/ and differences between 'general bract itioners 

"r~-r-^v ^ ^^^^^ - . . / / - ^ \ .\ ^ \ 

/and^^speci^alxsts were examin.^d. Since the r\ew^ pr:oV/ram was relying on the 
inputs of both groups. It ^as: felt that .iij wks important to explore the' extent ' 



% 

* V 



-V; 



^to-jyhlch th-is natuire^ pf these inputs might "be assiifned^'to be hoiaSgeneous-. 
While jbhere is, no reason to assume, a priori > that variability in .socio- 
' demographic characteristip'6 is 'causally 'related to. "quality V of program ^ 
particrpation,, it jnight prove useful from an adujinistrative point" of view > 
to "be aware of ^whe re .differences were* most Apparent', foi' the^ purpose .of • 
prpgram deyelopme^ . ^ . . * * * \ 

' * A one-way -analysis^pf Vari^ce was- cpmputed; fpi* 'each of t,he 
twenty-^thre^ variables included in the factor, anajjrsis to MteiTnihe Ipm^des 
df variability between the two, groups. On- the Ibasis of thes-e analyses it 

;.was found that general practition^ers were members of sighificahtly fewer -. 

. Ipcal and- iht'e'i-n^^ prqfessional spcieti^ they attended signif i- 

.cantly :m(?re Ipcal prof essixDnel society meetings Jjut si^ificantiy fewer 

*- . . ♦ -i # ' - . ^ ' ' 

/regipnal arid national meet in that tiieir\professional; contacts were ! 

, s ' ' ' / • • . * * ' • 'v. . ; ^ • * 

signaficantly narr,ower in _^ge6|^aphical .scope than^ those' bf the' specialists. - 

? ' • ^ . ' * / ' r ^ ^ ^ ^ **' 

'The -gener^al practi^^^ liire highly invoiyed in 

the/l^ocal medipal^community than. Jhe specialisjfcs, but do not aptfear to differ 

.significantl^Ji^^ ways- ^n the variables cphsidered. hereV Ihese' resxalts 

suggest^ no -need for any l^orinal, d'i^fferehtiation theVprbgram 

on the basi^ of the %pe &X practice, the physician is "^Qga'ged in. 

.1. 3 .Sumj^ary . . * * ' > - - ' • • * 

: ■. ^^"^ • -. ^ ^ ' / ■ ■ • 

^ ^ socip-demographrc characteristics of physicia^^ in' 

the medical community in which the hew School *is Tibcated was^^andlyzed/i^ 

ordervto'prqvTde an overview .of the pool of TX)tential manpower, from yhich * 

the prograjm could^dray. In order to examinee patterns of variability within ' 

the coimnuhity^/ twenty-thr^e vaidab^^^^ representing a variety olf. socio-: 

\ ' ' * . . ' . * ' - 

dej^graphlc cheLracteristics were' intercprrelated and^f.actor analyzed... An- . 

^ ^ -V. . , ' ' ^- • < . ' - 

>prtnog6nal i-ot at iori^ of the principal axis solution yielded four general/ * - 



«• » 
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' overifi^ppirig factors* which/ bn th^ basis of their interrelationships,, appeared 

^ to "be afiaiogous to t'he "local vs. pdsmoTDolitah" distinction foimd in other- 

' * ^ ' r V' ^ 

research. The -iripre ."cosinopoLitah" physicians,, however, 'also tended to be 

highl^* active i-n. local inedicai^srffairs Ijf b^^ has '^been .fbv^d in 

* ✓ ' . « . . % ^ • • » • - 

.other* research. This finding was interpreted as indicating. that these physi- 

_■ ^ ^ ' r ^ \ , / - . ' . ' ' 

y cians would not necessarily 'eschew-.parti^ipat the- new;' prpgratt. 

A one-way »iaTialys is of variance was also comnuted^ for each olf *he 

tventy-three variables included in the factor analysis viri. arder ta determine 
• . . * / . . .» ** y ■ . > " <i / / *' ; • ' . 

^ ^ simiiarities^ and differences among j^eneral practitioners *ind« sbecialisjs. ' 

' Whi'le the .general practitioners. ten,ded-tb be more active in local "affairs. -< 
ahcL- tfte. spec^^ists more active in extra-local affairs there appeared to * 
be' no , reason to. iV?er„ on^ the basfs of the Variables' included in -the analysis,. 

^ \that ^anjr sbit of foievcdf/er^tia^ the program ori^ the basis of tjrpe. 

of practice 'Was cali^d for. . - ' . • ^ 

^ ; ' ^ V '"^ \ / \> . ^ V - > * ^ , ^ . . _ ^ ^ , . ' ■ 

' . \ " • * .r/^^ ^ - * ' ' 

2. Student. Socib-Demo graphic ProTiles ' r ^ ' .* . * ^ 

1 2^1: 'Introduction.' ' ^ * ' ' ' s 

* • , , ^Ti/d different sournes of ^ata werevused to bUild so cib- demographies, ' 

. ' . / \ . - . s • • . ^ ; : \ ' » • ' ' \ 

^ 5rb$iles of the firstly ear students in* the program.* Eirst,. descriptive in^ 

^formation was , made 9.yailable:.by the medical school-. which permitted, a general 

; j5rbfile oT' the sixteen student^ 'tq^ be buijLt . While it would fiay$ beSn de- ' 

.sirable ;tp build, cbs^jarable p^ofi^es for .the Chicagb p^tudents in order to 

^ , 'determine s'lmilaritiies aiid iiifferences between, the ^two groups • the necessary 

' " * . ^ % * • \ ' *' ' " ^ * . - > . 

data .we not available^ at -the t^me- of this: writing. • 

. ^, ,?ec6ndi at -nUnijeV of Q^es from the student background ques,tibh- 

- ^ nalreQ( see Appendix b;5*) administered to^both the Urbana "arid the Chicago 



•J 



student^i Vas* examined in: order to ^exi^Lore' the extent* of .hoinbgeneity between - 
•the two groups.. %'e§e^questlons pro"nd a^ttedly /crude basis for * 




.^corijparisons -but because/ 'V lacking, it ^ felt 'that tlite\ 

conipafison wouia be useful^ , • . * ^ ' 



should be noted that in the' coirfearative analysis of the two • 
.^ groups'^of students reported in, this section -and the one that follows ; the-rB' v 
, is a large dif ference -in saihple size;^ that in Urbana is *l6 while that ' 
' ^^.Chicapo is lOj*; ' Because of this jdifference'and because of the; problem of ' ^ 

^egres^ion, toward the inean, .a dtegree of caution in the interbretation of - 

, ^ ' ^ ' . ' \ '* '"^ ■ , ^-^Z ^- - . ^ % 

» the restarts is suggested; / ' * . . • . * ' 

^ *. - ♦ ^ • • • 

. . . . . , o . 

^- -2.2 Analysi s* ' ' - '» - ^ • . ' ' " J 

* _ . / The profile of the Urbana^ students r§c6rds-of . / ; ' 

the school i0presented in- T^^ ' \ ^/ . • ' 'j^ 

SajJDENj rBODY; CHARACTERISTICS^ ,£?'JHbDL- 0? :BAsVc^^ ' * ^ " • . 

_ /MiEDic^^ sciences' 'URBANA^^^^^^ ' ^ V * ' * ' • , ^ 



^1 



/^V.Sex _ \ 
'Male ^ ~ Female ; 
15 • ' 1 • 



Residency . • 
Illinois; ^ ^ Out of State'- . 



^ . '^ Maritfii- Status 
Married ■ Single 

2- Ill 



X - 21. T Range: 20--22 



V 



.\ .. - .Unde- .aoruate.Ma.1or ' 

Chendstrj' " - Biology ; Psychology- 

■ 6 "'5; \t • • -3 :. 



4 



Math 

i 



• Institution Attended . 

University of Iirinois: ^ ^ "Other Illinois 
o - * • \o • 



.Ag^ Sc.- 
1^ 



Out of State 



Public^ 
: •12. 



Private 



^ ; ^yndefg$>aduate,tGPA (5^0* system)* . 
x.= 1*.53 Range:. "Ii48 - li.93 



MCAT'Soores * * , 
Quantitative General Information 



Verbal* . 
- x = .568 ' - . 

Range: Rang^: 5l*5r735j5* Ranged li 55^*665 



Science - * 
' X = 579 . ' V \^ 
Range: 335-61i.p 



Pi*epareci with the assistance* of Margaret McKinley, 
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, -Turning, to- a pomparison-between the Urbana and Chicago students. . 

" • - ■ . ' . / ■ ' ■ - , 

, a varietjr of questions concerning their backgromds -was .examined. J^irs't , • 
students were;:asKfd the age at/which they deHhitely decided to stUdy. -di^*' 
cilie. Responses' to 't^^^ \ ' , / * 

■' ■■ ' • , TABLE us . • . . . - -'^ ■ ■ 

. AGE AT WHICH STISDENT ^EPII^TEIiY DECIDHD TO STUD^ MEblGINE ' - ' 



' V V * -Urbaha 

/ -Age- :;.-rniunber J / ^ / 

,/Before;^he age ''o":^l1i. ' /'/Oo : ' (O/o) 

%.or . . ; ' : 1'- (6.25;) 

. ^^^6 or jVf ' : ^ - \ 3' ; .(i8Wf5) 

•Ages ;18 td:'20 • ; ; , " ' ^(68.f 5 ) 

' Since Age 2a*: ^ ' ^. 1 / (6; 25^^)^ 



^Chicago' 
number ^ ^ 
.8 / . (^:69) 
■ 7 "'. .(643.)- 
12'- ^tii,5lt^) 
'♦9.. t#;i2")" 
•28 . r(-26V92K 



I.' 



- ... . data , suggest that" a ;greater proportion the Chicago stu- i- 

. dents 'definitely decided to stuHy- medicine since. agg- 2:0, but that similar' ' 
. propo'rtions ^6f iDoth . 

Mil^'the'^&^a'-'a^ too cumber§oine^ to present in tabixlar fofin here. 
It was found that the Ufl^saia stude^its reported receiving somewhat stron^rer 



^pport f6r their decisions .to become 'a doctor from both- their mothers and^ 



their fathers, than -did, the. Chicagd^stjadents. ' .They reported ..receiving 'simi- 
lar amouiTts of su5p6.ft, however^ from thiir' spous'es, their brothers, and- 
sisters, and^other^^^lafi^es . " * ' . , ^ 

students were "asked to think aboirt the type of professional '•' 
activity to whiQh they felt they wquld prefer to," "give most of their working 
■time once they had' completed their formal education. Their responses to 
.this question are .presented 'in. Table 1*9.^ 



TABLE k9 ' , 
STUDENT .PROFESSIONAL^-ACTIVITY PRERffiETICES ' 
^ \ ' Urbaria' (n=^15 ) - Chicago (n=99'| 



i4 Vrn vlrv\-««VI'>»>i> v»> .-»«■ 





nuniber. 


• .. %■ 


niombe'r 




' General Practice ^ 


• _ 8 


s ■ 

■ (53.33). 


-kk . 




Specialty Practice 


6"' 


" (uoToo) 


■"li:9-; 




.Teaching' Some' Medical 
Specialty 


' . 0 " 


( Oib Y ■ ; 


■2 

\ 


( 2:02).. 


Besearch% 


0 


. 0 .0 ■ ) \ 


\" 

0 . 


( Q>0 ) 


\ ' ■ " Other. 


•■ ^ 1 ' 


- ( 6:61)- ■ \ , 




.( J*, oil) 



The Ufhana student s\ expressed' a somewhat greater .preference- fior 
General Practice- compared to /Specialty :Pra:ctice,i while the ^Chicago .students 
eOTressed a slight preference^ in t^^^^ opposite direction. G.. en "that one of " 
the objectives -of the Ufbana program* is to'create an enviromnent ih which 
students will seriously consider General Practice^ as a career, it will be- 
'importajr^^ to monitor the caireer 'choices of stud^ehts in the tvo schools to 
see whether a greater' proportion of : the ^Urbaha students actually choose* this 
activity for their careers. Of considerable interest ^al so .i. the fact that - 
no student in either school indicated that research was a preferred profes- 
sional activity. Again, i,t will be important to. monitor 'actual career choices- 
to .determine differential effects on .student predispositipns to enter research 
given- that there was rio interest Indicated" at point ' of entry into medical 
,schopl.' . . 

» - ' . „ ' *• 

When the students were asked to consider - apart from their prefer- 
ences - the kind of professional .activity they expected to give most of .their 
working time to, there was an interesting shift ~Tn tXe' responses of the 
Chicago students.' These re^onses are presented in Table 50. 



130 



.TABLE 5t) . " ; 





Urbaha (n=15)' 


. Cfiicapo- ( 


n=96') 




hiunher , 




number 




' -GeneraT -Practice. 
Specialtjr 'Practice 


.9 


(60-00))' 


50- 


(-52.-08). 




(33.33); 


■ 37 , • : 


(38V5V), 


Teaching Some; Medical, 
. Special'ty 




o 

( o,.o- y , 


■ .3- V ■ " ■ 


(.3. If) 


•j' Research 


0; , 


( o -. o ) ' 


. 1 . 


fi.oilj" 


^ Other 






'.5 


(.5,21.) 



- -Comparing. the data, in Tables U 9 -and 50, there is^-a greater discre-r 
pajicy het*i!reeh' the preferences" e^d expectations *of the Chicago students, regard- 
ing- General^ versus 'Specialty Practice than there' is for the Urbana students. 
Based on expectations 'alone, there is essenj^ialiy no -dirference betWeh the \ 
two groups. ' yhis finding underlines the importance of iftonitoring. the medi- 
.cal school experience .and career choices- of the two groups o'ver time, parti- 
'cularly given current ^ epdiort at icfns about the need tp enhance the attractive- 
Jness of Gener^ Practice in the eyes of medical .stucLents in .order to meet 
: some of the ciirrent problems in* health care delivery facing the health care 

system. , . - ^ • . , • ■ 

^ / ^ . - ' f 

Students' were asked -what kind of setting, they envisioned pracrbic- • 

- ing in-. ' Apj,roximately one-third oj ^each group indi;:ated that the^r planned 

> . ^ ^ 

to^ork out of a private office and have 8l hospital affiliation', apd another . 
third planned to be working in -a small group clinic™. Of the remaining stu- 
dents, approximately twelve per cent of each group envisioned yorking in a 
large private clinic or hospital, while the balance,' or twenty per cent, 
saw themselves in othdr kinds, of' settings . ' interestingly, no student saw 
himself in either a me^dical school or in a private office*^ with,no hospital 



1^ 



'. V 



1' ■ 



/ 
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affiliation'* It appears, then-, that the tW groups' ver'q highly similar in 
...v........their:.yi;eifk^^ the/ would be worJcing in after their 



formal eduijatlbh^had been^'compl^^ 
- ^ . , ^ , Fhere-was some differenceytetween. the :tvo* groups^ regarding^ vhat 
they : expec ted to be eaiTiing TO, years after medical^ school;- hoyeyer, these 
difference;; lessened reg^ding/their .expectatioiisl about" earnings at the 
peaks of^tjbeiV careers. Th^data on these tvo questions are present.ed iij- 



'Table. 51 




TABLE '51 . 



" Earnings- 

<.$25,ooa 

>$25,0QO 



"S^^^ Medi<5?al\:Sch6ol ; I ' At\aiie :Peak\6f !%eir :Ca^^ I 

^b€(faa^j( Ch.icag6 (n=93) Urbana jn=i6) .Chica^^^ 

' '% number. " . | number'^; * % \nunber ^ % • 



lumber 



1 9 ^ (56.25) 3V. (36/86) 
7- ' (j*3i75) 5?^ (63.20) 

Overall, the earnings expectations, of 



5 (31.25) 18 (19.15)' 

11^^^ .(68,75) ' .75' '(-SQiS?)" 

tTie Chicago students were * 



/ 



/ 



higher than those of the Urbaha students. This;, difference was {greater with 
respect to what they expected to be earning ten years after .medical school 
than at the peak of theif careers.- 

^ Since 'the costs of medical education are rapidly increasing, another, 
characteristic of the student groups "of importtoce was the difficulty they re- 
ported in financing their schooling. Data on this issue are presentfd^ in 
Table 52. ^ . ' 



\ 
1 



I 

j 

r 



J3S 



n- . • ' (table 52 - ' ■ - •• - 

.AMOUNT OF' DlJTICUtjTY-^^^^ FINANCING M^ICAL pUCATION 



i)ifficuity 
.Slight 
Moderate 
Great 



; number ' % 

3 ^ , '(18. 75), 

•\;6 , "(37.. 50) 

' . 7 ■ : U3.75) -. 



.nuiriber f 

' - 18 ■ (ip-.is) 
36 336.38) / 



.1 
? 



J 
1 
1 
i 



A smaller proportion of the UrbaJia >tijdra^ reported, slight diffi- 
/culty in financing 'their medical^ ^ 

proportions in Voth .groups reported .great- ^diM terms of sources- * 

, of financial support,, the proportion of students receiving half,, or more 
their "jsupport from, scholarships, loans arid parent's was^approximately the* 



same for^bdth groups; A greater proportion ^of Urbwia students received; . 
.half orj more. of their support from .emplo^yment durihg\he school year, while 
a greater prpportion of the Chicago- students received hklf -or more of their 
si^Pi)ort frSm personal, savings, 'employment during vacations^ and spouse em- . 
ployment. Overall, parent^ support^ was the most sigriif ican\source, with 
slightly more than pn^-quarter of the students in each "program indicatin/r 

5. that it^ accounted for half or^ more of the total s^upport they received. 
2,3^ Surimary - ' *' ■ . ^ . 

Although" "hard" data on .socio-demographic characteristics were 
ava.ilable for the Urbana students only, an analysis of a* variety of. per- 
ceptual questions suggested that'the similarities ^between the students in 
the Chicago and, Urbana programs were more striking than the differences. - . 

. While the Urbana students as. a group tended to prefer iSeheral Practice over 
' 'Specialty Practice, in contrast to the 'Chicago students, the expectations 



of the two groups regarding- the type of practice thej*- would engage in were 

' • - t ** - X t 

•similar. And while the. Chicago students' expected to 'be earning" iiK5re money 

* ' , . • , ^ , ' • ^ ' • 

aft^r^hey had been out of schppf ten years than-the Urbana students, the 



. earixings expectations of both groups *at the^peakcpf their careers were simi- 
lari There .were few other differenc'es between the groups, and the conclusion' 
drawh/based oh fhe^data available^is that , .by and'^lfeirge, the initial condi- 
tiohs for the two prograjns with regard to the background oT the*entering 



students -we re quite sijiilar;^ 



3. V Pre*^Pyogram^Pr6fes3iohal> Socialization Among Students* '^^ 

3M Introduction \ ^' ' ' > ; / 

\ \ . ' ^ . \ ... ' ■* , . , 

One/ possible source of variability among students entering the^ 

new pro-am was the extent to yhich they liad already adopted the attitudes, 
beliefs and norms, characteristic of the medical profession itself. One ^ 
•assumption underlying socialization theory is that the process itself -.has 
behavioi'al consequences. At least three kinds af questions are therefore 
important:, i k • 

,1, 'To what extent where the Chicago and Urbana programs., 

confronted with groups of students with similar levels • 
of pre-program professional socialization? 
2, To what extent is variability* in .pre-program* profes- 
sional socialization among Urbana students related to 
differential performance? • \ » . . 

^ 3* What are the influences of ^the program itself on the 

^ socialization of .the students into the medical^ profess ion? 
While all three questions are interesting, the analysis in this section will 
be limited to the first ♦ ' . 



Prepared with the assistance of Michael A. Counte, Martin^ J. Mistretta 
and Richard 0, Dickinson-. . • , ' 
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3.2 ^Analysis ' * » - , "* • » ' V^** 

* The data fo'r the analyses, were taken froia'the student hackgroixhd 

questionnaire (see Appendix B. 5 A number of vaJiabies^ "v^as chosen Tor 
^•-^malysis-ohrthe-ha^isUJOf..exM^ construct 
, suggested as being releyahti Included in the aiialyses. were the ^following; 
,1. ^•Wheri^.the student first thought, of "tiecomirig a doctbr. . (The 
. earlier in his life^ 'the^ greaiter the extent of pre-progr:am 

V . • ' professional sdcialization.T * 

— ; . " ^ ■ ,^ - / ; ^ • • ' ' ^ 

' The age ^at which 'the student definitely decided tp^Vtudy* 

^ medicine. . (.The earlier/ in life the^. greater extent .of* pre- ^- 
program .pVpJ*essio socialization)-. ' - ' 
f, * ' !• importance of others in the decision to study medicine. 

• (The greater the overall emourit of external infinience, the 

• greater the^^ extent of pre-program J)rofessional socialization* )- 



1*. The amount 'Of social support' the studeht was currently , re- 
ceiving from' relatives regarding the decision to become a 
doctor. • (^The greater the overall airount of social support 
-from' relatives » the fewer the problems in idajting to the * 
. demands of medical- school. ) ' 

% The amount of committment on the -part of the student -to^ 

medicine as a career.' (The greater the amount of 'committment , 
the greater ^the extent of pre-program ^pixDfessional compiitt^ent .0 

b. / The amount of doubt expressed by^the studen^ about the decision 
to become a doctor. .(The greater the amount^ of doubt, the 
lower Jihe -extent of pre-program professional socialization. ) 

T* J The point in time at which the student expects to think of 
him or herself as a doctor. {The earlier the point^in^ time. 



I? " 
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'■ ■ >. . . TABLE- 53 \ ■ • ■ 

ITEM loadings" ON STUDEMT >RE-PRpFESSIONAL SOCIALIZATION FACTORS 



Factor r (Potential Patient Problems) 



ITEM. 



19 (a-10): patient medication/dosage, " . • 

19 (;a-9 Lpat lent • dif f f cTjat^ dia^osi^ * ^ 

19 (ar8) doctors as patients' ' ' ' 

-19 '(a-lP) unbelieving patients ^ ' - 

19 (a-1') patient emtional dutbursl^s ^ ^ / 

19 (ar4) patient testing'probleins . ^ 

19 (a-^O seri'oais -and' ir^^ 

- 19 (a-^t) conducting 

19 (a-3)- painful procedure on a sick> child- . 

19 (a-2) preventing patient embarrassment dur^ a 
• • ' pelvic opei:ation, ^ - , : / • 

Factor II ( infLuence^of. MediceCL and 
Educational Personnel )' 

3 -(a-T) importance of medica^ students known 
3 (a-5) inrpprtance of physicians known 
3' (a-6) importance of physicians heard or read about 
. 3 (a-8) importance of mdergraduate' teacher 

Factor III ( Influence of Family and 
^Non-Medica l Friends! 

3 (a-2) importance of father 9- 

3. (a-l) importance. of mother ' ' 

3 (ar-V) importance of^riends not in medicine 



FACTOR 'LOADING 
'■/.81 ^ 



.80 

.x76 
■75 

..7U 
..68 

,6,7 

:^,6 

..65' 

.■60 

'.58 



• .72 
.70 
.67 
.5»* 



.87 

•.81- 
M 



^ Factor IV ( Present Amount- of Social Support— 
■ • . Family /Relatives ) 

h (e) social support--.other relatives ; .78 

h (d) social support — ^brother or sister .73 

h (b) social support — father ' .58 

h (a) social support — mother * . • .50 



' These' results are quite- sugg^es^tiye. ^Mbst important,, since the' 
•variables chosen on ^ the 'basis- of their theoretically deduced, relationship ^ 
to an underlying .dimension of pre-pipgram professional socialization ^do not. 

^^load on 'a- single factor, the concept -appears to be multi-dimensioV^al in • 
nature. ^ While the chpice of different, variables could- cpnceivabfy have* 

^ result e^^^^^ 

defined here, is multi-dimensional^. * - " . " . -'^ ' 

Second, )an exaniinati^ df^the simple fa,ctor'^ structure suggests, 
that the dimensions of the cc^cept -as oprerationallywJd^finWd here ere: 
* \ • L. TTfie^aro^mt of cofifidence the student has prior to.medicalr 
s.chopl in reration to his or her ability to deai with a 
variety .of medical -problems. \ * 
2. The amount of^ influence exercised try members .of the medical 
profession on the student's decision to /become a doctor. 
, 3. The ainourit of influence^ exercised by members pf the student's 
family -and, others not invplved in the- profession on the' ^ 
decision to become a doctor. , 
._^-H* ^* .The amovint of socisil support 'being ^received by the student 

, 'from- family > members. . ^ 

^ ' . ' ^ 

Factors three and .fo tot are- positively related, indicating the 

importance of the family, and even friends, not in medicine, as sources of 
/boxh influence regarding the student's initial decision to definitely 
'^s;tpdy^medi-eine-a3t3^^^ medical school. 

.Interestingly, the'se sources were not related to either Factor II 
(influence .of medicel personnel) or Factpr I (perceived confidence per- 
taining to potential problems posed by patients). 
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To explore the similarities and differences among the Urtana and ' 
Chicago students 'regarding each of the eight categories of variables described 

. ' eacrlieir, a one-way analysis, of variance was compiited for each. of the twenty- - 

^ ■ V • ^ V,. \ ^' ■ ^ ' i ' 

■ * nine variables -used iiv the factor 'mialysisi It was ^found that the Urbana. • 

students had ^significaritlA^^ doubt, about ^medi'qine as. -a CE^eer choice, ^ . 

^ -atod'^signlfic their ability to deul with a patient 

' '^who has 'an emotional : outburst \f som^ KiD4,,to deal with^a' doctor as qne of 

.,-th,ei^r patients, to decide 'on appro ^ and dosage, and to handle 

'a patient who refuses to Icfcept whk'iheV ' In ;othe^ words.,' /there 

' yere few differences' between the AwoNg^ in general, bu*; where differences 

were:^ouhd, tlie Chicago studfents were \nore , highly vsociciized into the pi-ofes- 

sion prior to thpf car.eers as medical students. ^ . ' 

Given the. results of the facton aiialysis presented earlier, ft 

.. .. ' . * ' 

is likely that the Chica^^ .students .scqred high on Factor 1, whereas' the 
Urbana studentsTcored .hi§^ on Factors 'III arid. IV I^;this is the case, 
^then it caa be argued that the mult idimenSionality of the pre-program profes- 
siorial socialization concept helped to. disciriminate between the two groups. ♦ 
This anai^ysis* therefore, -has importaht impLicatioh for theories of ^i-ofes- - 

1- - . •■■ ■ ■ ' 

sdonalj socialization; * . _j ^ ^ 

Sunmiary " ' , 

' Considerations af' the variety of kinds* of • initial conditions fac- 
ing the hew program suggested that the extent of pre-program professional " 
. socialization among students should be taken into accQVint. Of particular 
interest '-were the similarities and differences -that might exis|i between 
students in the Urbana and Chicago programs, "although it- was pointed out 
that these otjier questions are important as. well. * » . 



fact, miilti-dimensional^ 
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• - '!Ib- explore patt*erhs of variation' the. students,' a^hiinibei: of 
variables; chosen -on the^ basis of their presvaaed relat'iorishi^to the theore^ . 
tical 'construct was factor-analyzed. An orthogonal rotation' of • the pfihci.-" . ^ 
pal components solutioh yielded' four distinct factors, as^findings-'which 
suggested that.the. concept of pre^program bs, operationally defined was, in ^ • 



A se'rie%. of orie-way analyses of variance was'' perl^^ 
.of the variablas* in order' to .detehnipe 'areas of simiiarity .and^dlf ference 
. between tte two groups." While there ;^erp sdme -significant differences,' 
•'particuiariy' with.^fespect to\t,he aindiint. of -confidence express^'d by the 
Chicago, students, in their /ability at present to deal with a range 'of medical 
-problems, in general the analyses suggested that the tW groups- were rela- 

L . ' ' , ■ ' ■ -« i • .. . : • . . . 

tively honogenepus . • ■ .•v . . ' • ' ' • - 
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, . *The preceding section o'f the renort examined 'conditions existing* 

prior t6 -the start of the new progrAm\in terms- -p,f the cognitive" and affec- 

tive 'assessment's^ of local physicians and fifst?year ^oidents* of .potentiql^ , . 

• ; ^' 'i » ' ' ^' >v- • ^' 'j* . ' » .'^S/ x V 

consequences, student 'ebcp6ctatlons of theii^ oVri, roles .and those of their v 

' •* J ^ \ ^ • > * ^ * . . ' " ' * ^. ^ ' , • . \ 

I)hysici€ui advisors, the e5cteht o'f student pre-brogram pi\?f.essional- sqcializa- 

tion, end socio-demQgraphic^prb.files ,of students .and physicians • In .a. very 

real sens e^* these Conditions rerres^erit the-"giyens'rir?the situation?. 

.Ihi^ part of .the repo2*t. examines some of the^dynamic a^ 

the prggram, *that is, /the^pro^esses -and relation^hitis. that emerged and the 

sources Of satisfaction and dissatisfaction aiiong vairious cate*gories cf^^pro.t* 

' ' ' ' o ^ ^ J ' • ' 

gram 'participants>j»:and revi;pws the cuHTculm ^ha^ was developed. ' ' " 

ihe first; se'ctidn, basfe'd'priiiiarily on interviews, fqcuses. on the 

roles of 'the. participating physicians, 'the students, and the -campus faculty.- 

'In describing .and. anglyzinfe the rol.es that individuals; play in organizations, 

at least 'two< p^amet'ers — "aiaong others need** to. be considered. First, the 

formal organizatiohalr djefinitlons of the roles (i.e., role prescriptions ) • 

need to' be known, 'and second, the actual Behaviors of the individual occupying 

those ^fonhaily defined- jxd sit ions need to be known-, in auJition, 'it is often • 



helpful to be awarfe^of spiirceg of satisf^ctiofi"^ fitnd dissat'isfaption regarding^- 



the interplay, belveen formal role definitions^ and actual behavior. Role 



analysis is a useful .J^ool in program evaluation. Oft.en there i^^a surpri- ' ' 

singly large discrepancy' between the kinds of behaviors one might expect on 
* * * * \ • . 

the^basis of»formal role definitions (i.e.* intended behaviors) and'thfe kinds 
Of behaviors that are actually observed^ From'an administrative point of 



view, it- is iii5)ortant to' be aware or both the magnitude of the discreparjcies , 

and the potential ainderlyihg reasons for them. In some' cases, these discre-^ 

*- ' *' , ^ ' ^ i \ ' J. 

pancie? impinge^ on • the attaiiiment of organizational^ ohjectivti; in. dth'e;r * 
cases, however, attainment of ^these objectives is actually faciliated. l*iis 
ahalys.es of the roles o^I^DA's .and^MDE'sj^studencs^, and campus thereT 
fore, focus on:> ti^e^orraal organizational*definitions of the role; role , 
Ipehaviorr; and s^jurces of satis faction* and dissatisfaction with th^ program.. 

The second^ section of this part of the report cl'jiscribes the 6urri- 
.culum ai)Ld how J.t was developed. ^ /\ . 

B* Physac iah Advisor 'anA> Evaluat orsBole s^ * . , ^ . T 

6, ^ - _ . • 

omparison Amonf;^ Participants, ^Interested Non-Participants^ arid Decliners 

o> ' * ' . - / ^ ' ^ ^ . - : — . 

s The twei^x local physicians, participating as advisors ,and ev^aluatcrs 

during the first yeaT were chosen by the loc£L medical society from a grout, of 
physicians who had indicated a willingness to serve ±h an unpaid c'apacity ,ih 
response to a request^ made by the Dean -of the School in a letter to- all krea. ^ 

physicians in January of 1971- There fire thus three groups of .physicians 

* , • ' ' ^ . ' <p * , ' 

which can be distinguished: those who we;re chosen to participate, those who 

indicated a willingness to participate but Were not 'chosen, and those vho 

^declined to participate. As background for the discussion, of participant 

' • . ; ^ ' ' ^ . \ ' . . • • * 

foles, it was felt tHat ii woiild be use'ful to examine 'Similarities.^ and differ- 
ehces among these groups for two reasons* First, 'since the administraticn * 
planned for rapid expansion, of the. numb'er of students and thus t^e niomber^ of * 
physician participants," the. extent to which the first group of MDA*s and ^ 
MDE'sVas similar to those *pliy si cian's constituting a pool ,of potential MDA's 

I ■ ' , ^ ^- ^ ' ■ 

and MDE'£ w/js considered •problematic, particularly in relation to. outcomes. 
If the students did well, during the' first. year,' should the cKbice 'Of 'addi- 

J . ' ' ^' ' ■ : : ■ ' K 

tiqnal physicians as the program expanded bo made on the basis of criteria 



Py^epared with the assistance .of Richjard 0. Dickinson and Barbara L. Peters. 



simiiar to .those used in cKooi'ing^the first gfbup?*- IT so, to what -extent 

. . • ^ ' ^ »■ ' -^-^^ 

was comparable manpower uvailahl'^? S.^cond, the kinds of -cri1:eria *ein-' 

\% 

ployed by the local medical society ''for choosing tfte first group 

might / becpme ''^apparent if* the. characteristics .of the three groups 

were compared. * * • ' . 

** *"» • .» * ♦ *. 

Data for the comparative analysis were taken from the adininistra- ^ 

tive survey Of the MDA's and MDE's^ (see AppendixB.u) and from the background 
questionnaire sent to all "area physicians (see Appendix B.l), The first 
comparison made was 'on the basis of 'type of pract.iae, and the^data are 
presented in Table 5^* ' • ^ r ' . " ' 

TABLE 5*^ ' 

DISTRIBUTION OF- PHYgiCIAN GROUPS BY TYPE OF PRACTICE 

• * ^ Program Involvement 

• ' - * (N=20)~ CN377.) Interested ^ (K=2U0 

*iype of Practice Participating Non-Participating Not Interested Total 

General Practice » 5 ' ' - I^^ " . 10 ' 30 

Specialty Practice - 15' . ' . . 62 lU ' ' 91 

The ratio of G.P* 's to specialists chosen to participate corresponds 
precisely to that in the popijiation as a whole; however, G.P. 's are overrepre- 
sented among those not interested. .While one can only speculate about the 
reasons for the greater reluctance among G*P.'s as opposed to specialists to 
participate, the fact is a constraint which should be taken into account by 
program administrators, particiilarly if' there is interest in developing a 



larger t)rogram which is designed.to predisppse students toward general or 
family practice. Given what' is known- about -the socializatijm process, it 
' is not unreasonable to ^rpect that students will tend to adopt the values of 
those with whom they are working most closely* Ifgeneral practitioners are 



widely under represented, their impact on the fonaatioh' of slludent values 

. ' ' \ ^ ' 

will tie mipimized, with resulting consequences for career choice. ' - . 

'A second comparison was made on, the basis of the number of years 

the physicians had been in practice. The results of this analysis afej^ 

* . presented" in Table 55 . . . . ^ , 

' TABLE 55 ■ • ■ . • • 

DISTRIBUTION OF PHYSICIAN GROUiPS BY. NUMBER OF YEARS " . . ' 
■ ' IN PRACTICE - ■ ■ ■ 

^ " \ , Program -Involvement • ' ' 

' . : . ■ , ,(N=77) . ■ 

Years ih . .(N=20) . ' Interested/ . (■N=2ll) ■ 

■ '-. Practice Participating Non-Participating Not Interested Total 



0-5. 



- 2-.-- ■ ' 21 - 7- 30 

"6110' • : 3 . / " • - ^ ' 23 

11-15- ''^'-fBs ^ ' 8 . ^ 

1-6-20 ^ ^Jv- ' 9 ■ 7 . - - 20 

• - 3, ; .15 1 ■' 19 

,. - - 6 ' ' 7 ' 2 ■ 15 



21-25 
25 



■/^ These data suggest that length: of practice may have "been an implicit 

^criterion losed to choose.->^he participating physicians. Of the available (i.e., 

interested), physicians, fewer than ten percent of those vho had been in 

practice five years or less were chosen, whereas nearly half of those who had 

been in practice more than twenty-five years were chosen. Noteworthy also i^ 

> 

the fact that, contrary to what might expected, somewhat more than half of 
the twenty-four physicians who declined the De^'s initial invitation to 
participate had been in practice^ ten years or less, - 

The remaining variables used in the comparative analysis of the ^ 
three groups are taken ^rom the physician questionnaire alone. Since only 
15 out of the 20 participating physicians responded to the questionnaire, the 



analyses have to be regarded somewhat more tentatively than those discussed 
above^ The eight variables included in the over-all analysis were; the 
mmiber of hospitals and/or clinics the ph^siciansv were affiliated with; the 
number of professional medical societies they belonged to, exclusive of the 
local medical society; the niamber of conventions and professional society 

J c 

meetings attended during the most recent twelve-month period, including / 
meetings qf the local medical soceity; the number of visits to leading hospi- 
tals and medical centers in other cities in th^ most recent twelve-n^onth 
period; their age; their sociometric centrality, that is, the number of 
times they were mentioned by others in the medical community as sources of 
advice and information, discussion or friendship; professional contact; and 
an overall measure reflecting their assessments of the potential consequences 
of the new program. All of these variables were ones ''-^hich had, in previous 
research on the medical community [e.g. Coleman et.al, (1966)], proven to^ 
discriminate among groups of pl^siciaris with regard to a variety of outcomes 

(e.g.- "innovatlveness" ). The purpose in using them here* was to_ determine 

* 

whether they discriminated among the groups of physicians relating to the 
nev program in various ways. The results o-^ a one way analysis of variance 
for each of the^i^yarlablee separately are summarized in Table 56. 
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The results of this analysis are dnconcliisive. The participating 
physicians were significantly younger, although the analysis reported earlier 
suggested ^ITat there was a disproportionate number of them who had been in 
practice longer. They made significantly more out-of-town visits to hospitals 
land medical centers, yet belonged to significantly fewer professional soc'ie- 
ties beyond l^he local one. And while the results were not significant they 
tended to have professional contacts ©f a more local nature and to ^be socio- 
metrically more central in the local medical community. What tentatively 
emerges is a picture of -the participating physicians as a group as being 
tied closely to the local medical community to a greater extent than. the , ' 
other two groups, a picture which should not be particularly surprising. 
The extent to which the program can expand rapidly while maintaing comparable 
levels' of physician input is still questionable, however. 

2. Formal Organizational Definitions of MDA and MDE Roles 

As noted above, the physicians chosen to participate in the first 

year of the program's existence were selected by the local medical society 

from a pool of area physicians who had indicated a willingness to do so. in 

contrast to role prescriptions in many organizations, those developed by the 

School during the first year were not highly specified or rigidly defined. 

In the letter sept to the area physicians by the Dean extending his invita- 

tlon to Join the faculty of the School as clinical associates a description 

of the positions to be filled was included. This description reads as follows: 

1; student Advising. The ^Student A'dvisor will discuss basic science 
and clinical problems of the disease states seen by the student. 
This should involve a mutual exchange of information and applica- 
tion of the clinical experience of the physician to the basic' 
science problems encountered. To assist the physician in his 
role as advisor and tutor, it is lay intention to pi ace'' pertinent 
up-to-date textbooks on loan to the physician in his, office so 
t^iat discussions may be based on current resource material. 



2) Student Evaluation. Student evaluators will see different 
students on a regularly scheduled basis for tfie purpose of 
evaluating student achievement with r.espect to the curricu-"^N 
Im work for which he has been responsible. The evaluation 
process should be a learning j^rocess as well as an evaluative^ 
one, so that the student ciay b$ apprised by a source indepen- 
dent of his advisor as to hi-s strengths and weaknesses. 

3) ' a. Curriculm Development. Curriculum development will 

function to define' that basic science information essential 
to medical practice. In establishing the school it will 
involve ddVlsors/ evaluators, and other physicians interested 
in the basic science curriculum. The -^arpose of this .committee 
^ work will be ^o evaluate the goals ana content material for ^ 
which the students are responsible, with a view to testing it 
in terms of relevance for' the practice of medicine. In tliis 
sense, physicians on the Curriculum Committee will m^e a 
major input into the ultimate form of the pre-clinical 
^curric'ulumr . ^ •' ^ " • 

b. Policy and Executive. Since. the practicing physicians 
will play a major role in the "functioning of this Medical 
School, they should be represented effectively at the policy 
level. Persons interested in such a role should indicate 
their preference at this time." 

c. Planning for e Clinical Program. Planning for the clinical 
program should begin at an early date. This will require the 
development of learning goals and clinical curriculiam develop- 
ment. The objective of this work is 'to identify that training 
and learning which the Medical students needs to be qua;£ified 
as an M. D. 

d. Ad Hoc Work. I am certain all Job descriptions cannot be 
identifi€d~-at this time. This type of work refers to those 
physicians who would prefer not to be specifically committed 
at this time, but who would be available for various positions 
and committee work as the school develops. 

Included within .a report entitled "Status of Curriculum at the 

School of Basic Medical Sci*fences-Urbana" (January 1, 1971) were the following 

role descriptions: * 

M.D. Advisor. Tl-xis individual will be a non-salaried faculty 
member engaged in full-time clinical practice. He may be in any 
field of medicine. His voluntary time commitment will be four 
hours per week. 

He is to function as an axivisor, tutor, and evaluator of the B.D.'s 
^ work. It is expected that B.D.'s having studied a disease process, 

will discuss with his advisor the curricula elements relating to 
that disease. Advisors are to insure that the B.D. covers and ^ 
understands the curricular material for that disease. To assist 
the advisor, a contemporary basic science library will be main- ' 
tained in his office. * - 
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In addition to the technical problems' of cxirricxolmn development, 
it is hoped that the advisor will serve as a counselor and friend 
to the "B.D. in his introductory^ yestr in medicine. 

M.D. Evaluator» B.D. evaluators will be practicing physicians 
who yill function, in a similar, but more formal fashion than the 
M.D. advisors. The evaluators will be selected from physicians 
with the broadest basic science backgrounds. They will meet with 
. individual B.D.'s on a rotating basis for approximately one hour 
per week. Their task will be to make a separate evaluation of a 
B**D.'s progress in his curriculum coverage. An evaluator will be 
expected to review four students per week. 

In addition to these formal guidelines, pixDvided to th*e area physi- 
cian by the School, f\irther role definitions' were undoubtedly supplied by 
the Dean, at medical soceity meetings as well as. through discussions with 
physicians on an individual basis, alt'hoxigh no, data are available to permit 
systematic examination of the scope and pervasiveness of this activii:y. 

It is ap'parent that MDA and MDE ixDles were not rigidly defined by 
the School. In fact, there was considerable question in the minds of many 
observers about, the effects of this lack of definition on student performance. 
The physician Advis^ors were told to expect to spend four hours per week with 
their advisees; the physician Evaluators were expected to see four different^ 
students each work for one hour each. How this time was to ^e spent, however, 
was only minimally designed. The advisor was expected to be advisor, tutor, 
counselor and friend. ^ ^ • . 

'3. Role Behaviors of m6A's and MDE's • ' ' 

Data on the role behaviors, of the MDA's and MDE's were collected 
througji interviews and an administrative survey (see Appendices C.l and B.h). 
The interviews were designed to provide informatioh^biT~pre-program expectations 
rewards from participation and role behaviors. The discussion that follpws 

.0 

in this section is intended to highlight recurrent themes fpiuid in the inter- 

I 

view material. 
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The amount of information the physicians had about the ^program 
where -^hey agreed to participate was remarkably meager. Not one indicated 
that he had much of an idea of what to expect, either from the students or 
from the School, Th^eir reasons for agreeing to participate were less vague, 
however, Mo'St indicated that the opportunity to teach and develop contact 
with students was a factor in their decision, as was the status in the ^community 
that accompanied affiliation with a medical school. An additional factor for' 
some was the nature of ^he program which was variously .described as "challeng- 
ing", "exciting"; and "a refreshingly different approach to the basic sciences". 
By and large, their ^initial expectations were conditioned almost solely by 
the formal descriptions presented above, a' fact which created considerable 
anxiety as well as^ considerable latitude fo;r-^personal definition of the 
"proper" relationship between themselves and the students. 

Since participation was on an unsalaried basis, the ^p^ysicians were 
queried abovct the kinds of rewards that accrued to them from participation. 
This question was viewed as particularly important because of the potential 
.of voluntary teaching manpower 'for reducing the costs of medical education. 
Many physicians felt that the necessity to review the bas^j sciences in ox^^r- 
to "keep up" with the students^was an important payoff fop* them personally. 
Most indicated that'^the amount of time required to prepare was substantial 
but that the investment wes wortjiwhile. In addition, sevei^al indicated that 
the time required for preparation would decrease over time as the material 
became more familiar. One physician felt that his practice had changed 
AOilceably and that the experience had made him "sharper". Another kind of 
payoff frequently mentioned was increased respect for colleagues. This 
dimension alsp seemed to work in another way — one physician indicated that 
his colleages "might not think I^m doing my part" if he did not participate. 



Status within the medical community, therefore, appeared to operate as a moti- 
vator in two ways. For some, participation was perceived to enhance status, 
while for at least one other, npn-participation was seeg as possibly diminish- 
ing status* o- - , 
i 

The relationships between physicians and students as reported by 
physicians were highly^- vairiable, both within and .between pairs. Most physi- 

*^ ^ X 

cians reported that the amount of time they actually spent with their students 
varied as a function both of thejr own work loads and of the students' interest 
and relationship to a particular, problem area in the curriciuluin at any given 
point in time. They tended |;o- agree that student demands on their time were 
most intense at the beginning and end of' a given problem ar.ea, , There also 
appeared to be differences among the students regarding zhe amount of time 
they wished to spend with their advisors and evaluators • In addition some, 
pl^sicians felt the pressures of their own work more intensely than others. 
The, result of these multiple influences was that, overall, the average amounts 
of time per week physicians actually spent with their students varied from 
2 to 9 hours per week. And the variance around the mean was greater for some 
than for others. Despite this variability, most physicians felt that the 
time they spend with the students was adequate to meet the -etudent needs. 

Variability in time spent with students reflects the relatively 
unstructured role of the MDA's and MDE's. The formal expectations of four 
hours per week was considered excessive by some and inadequate by others. 
Each physician was able, because of the flexibility pi^ovided by the lack of 
formal structure, .to define his own role in ways which he felt were adequate 
to meet both his needs and the needs of the students.^ In retrospect, it. 
appears that flexibility in this regard paid off for the program as a 
whole . 
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Most physicians felt that the basic science "training the ' students 
were receiving in the new program v. superior to that they had received, * 
Most often cited as reasons were: the" fact that their own basic science 
education relied too heavily on rote memorization of a* large body of informa- 
tion they were seldom, if ever, called upon to use in^ practice; that ,the 
early exposure to patients in a clinical setting provided what for tnem had- 
been a missing link between basic science education and clinical^ application; 
and that the problem-centered curriculum was a vast improvement over the 
discipline-centered curric\ilum« 

An interesting dyrtamic in the student-physician r^ ationship emerged 
from the uncertainty regarding student perforinaiice on the college-wide year- 
end comprehensive examinations in the basic sciences and Part I of the National 
Boards. Because of the newness of the program and because of the fact that 
the physician was generally the ind|(vidual with whom the student had most 
contact, the physicians tended to see student performa^ice as a reflection on 
themselves. While somewhat speculative, one might conclude that the physician 
was motivated to help the student because he had a personal stake in the out- 
come. No one wanted to be the advisor or e valuator of a student who performed 
poorly. Whether intended or not, it appears that the structiu'e of the program 
had motivational consequences for the physician of a very special nature. In 
most educational programs, one -individual is responsible for teaching several 
^students and there is no expectation that all students will perform well. In 
'fact, evaluation procedures based on a "curve" assume differential performance. 
There are relatively few formal or informal constraints on the teacher to 
insure that all students d-^ v^ell. In this program, however, the existence 
of a common exam at the end of fhe year in conjunction with individualized, 
visible teaching-learning\ dyads produced, at least implicitly, a situation 
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*in which failur<i to perfonn on the part of t^e student 'could be imputed to 

j 3 " 

inadequacy on tlie part of^the advisor ai^/or evaluator. This situation appeared 
to have positive motivational consequences for the physicians", and suggests 
interesting possibilities for structuring the teaching-learning process in 
other settings. 

Another aspect of the role behavior of participating physicians was 
the^ nature of the interaction aisong themselves. . For administrative reasons, 
the assignment of ' evaluators to advisior-stud^nt pairs was made on the basis of 

proximity. The intent of this assignment was to facilitate 'Matters for the 

^ \ " ' 

student. One consequence of the assignment was to facilitate interaction 

between advisors and evaluators. Th^ greatest amount of interaction among 

participating physicians occured between advisors and evaluators ,aJid a .variety 

of informal, tacit agreements between them emerged over time. In some cases, 

the evaluators would seek the opinion of the advisor about the capacity o,f 

the student, and thii^ opinion worild inevitably be reflected in his evaluation 

of the student. In other cases, the advisor would seek the opinions pf the * 

evaluator, and these would then be reflected in the demands subsequently made 

on the student. Erom the perspective' of the outside obseryer, this" situation . 

is inherently neither "good" nor "bad'*.. It is rather a .consequence of the ' 

structure of the progreun and should be recognized as such. Evaluation of its 

■ ■ L ' '' ' ^ 

merits must be made in light, at least in part, of the consequences it pro-' • 
duced. If trie performance of the students can be -considered to be -one such 
c)>nsequence,"^it is difficult to evaluate the situation negatively. ^' ' ♦ 

During the year certain kinds of behavioral adjustments on the part 
of the physicians were observed. One of the more interesting was the emer- 
gence of a rudimentary form of specialization. , While it was originally 
anticipated thatr a given student^ would spend the entire year with given 



advisor, in practice .there was a good deal of movement of students among ad- 

/ • 

Visors and, in some cases ,^^to " physioians not formally a. part of the prof^ram. 
In some instances, this movement was' initiated by the advisor, in others by 
th^ student-/ The reason for the raovement ^in all cases was the 
perception of, either physician or student that the needs of one or the other 
part/ could best be served by the ^student 's working with another pltysicinn 
on a temporary basis; Gc6asionally, the reason was an urivisuall'y heavy work 
load for the .physician during a particular week; more often, the reason was 
the^ feeling that the advisor glid not have a patient under his care at a 
particular point in time who manifested symptoms corresponding to the parti- 
cular problem in the curriculum that the student w.as working on at that time^ 
TheYesult was not only a reasonably liigh degree of student mobility, but 
also the informal definition of certain physicians as bein^ particularly well 
equipped to deal with particular parts of the curriculum. , The emergence of 
the form of specialization ^raises some important issues for thfe program as a 
who3e. Should the present structure be retained or shoidd a sti^ucture based 
on the areas of competence of Dhysicians and their relationship to the curri- 
culum be adopted. In either case, it appears desirable to maintain the locus 
of responsibility, for individual students on individual physicians, 
. Sources of MDA/MDE Satisfaction and Dissatisfac tion 

The resiats of^\n administrative survey of the part ic^i pat ing physi- 
cians, at the end of the first year indicated overall satisfaction with the 
program. Particularly satisfying aspects' of the program were the opportuni- 
ties to review the basic sciences^ and the contact with the students during 
the year. \ ■ ^ 
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The interviews with t^e pfiysicians conducted two-thirds* of the wav^ 
through the year revealed some specific so.urces of dissatisfaction. While 
some of these sources appear to be ."^alient, that is, common to large num- 
bers of "part^icipents, they should be mentioned as potentia?. soinrces of 
structural instability. ^ The most salient issue was that of time, \sTiile no 
one felt that he could not afford to spend four hc^urs per/ week with the 
students, there was some concern voiced, of a4 more ^general nature,,, 
that the time required might create future 'problems 'for the^program. Given 
th'e constraints of ;the interview. situation itself, '*it was difficult to discern 
whether,. the physic^.ans wer-e suggesting. that the time demands would impinge on 
tHeir own participation in the future, whether they felt that _ it would influ- 
ence Ihe likelihood that additional physicians could be attracted to the 
program on a voluntary basis as it expanded or both. What was evident, how- 
ever, is the 'fact that the continued existence and future development of the 
program with the \jnsalaried participation, of physicians was p2;oblematic, 

A second area of concern or dissatisfaction was the amount of 
contact between trie participating physicians ^d the campus faculty. There 
was some feeling that increased contact was desirable and that the pi'acticing 
physicians had very /little idea of what the, campus faculty were actually doing 

Finally, there was' some dissatisfaction with the physical facilities 
the looseness of the curriculum and the availability of' texts. ' Each of these 
problems, however , either has been or will be solved as the School obtains the 
resources necessary to purchase book^ and equipment and develop space, and as 
the curriculum beqomes more* fully developed, 
5. Summary 

This section of the report focused on the roles 'of the physician 
advisors and evaluators in the School of Basic Medical Sciences. In an analys 
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of the characteristicB of participating physicians, physician 'interest in, tho 

prb'gram but not participating, and those declining to participate it was. found 
# , ^ - I '* ' ^ 

that those^ narticipatlng tended to be more highly integrated into the local 

community than either of the 'other groups, * It was also found that general 

• . • ' ' . * ^ ' 

practitioners* were overrepresented among" those who declined to participate, 

u ' . - 

a fact yhich, -given their smaix nxambers relative to specialists in the community 

as a whole, raised somt questions about the kind of socialization that studerlts 

• • • 

will be likeJy to'undergo as the program 'expands. 

Interviews with the participating physicians revealed that the 
overall flexibility of the program permitted them to define their own rol^*s 
for themselves to .a larger extent. This flexibility was partiic^arly evident - 
in the variability in the amount of time they 'were actually spending with 
students. It was also found t^hat a nascent form of specialization was emerging 
among the physicians with concomitant- ;[nobility of students among both 'advisor 
and non-participating physicians. The majority of interaction among them look . 
place within the advisor-evaluator dyad, a consequence of geographical proxi- 
mity. The structure of the program with a common year-end exam and individual 
student- advisor teaching-learning dyads raising the visibility of indiv:.dual 

advisors appeared to have positive effects on the notivation of the advisor to 

' • * \ 

insure that his student performed adequately. The basic conclusion to 
drawn from the role^analysis is that the relative lack of formal role pre-' 
scriptions permitted a number of informal accomodations among participants,. 
Based on the performance of the students or) year end exams, this flexibility, 
in retrospect, a^.ears to have-been positive, • 

Finally, while there were'^some areas of concern and dissatisfaction 
with the Drogram, the advisors and evaluators were,' a/ a group, satisfied with 

/ 

both the form and the content of the* prograln. Of greatest potential concern 
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C. Student Boles 

1. Formal Organizational Definitions of Student Eolesf 

.The extent of formal definition of student roles during the pro- 
gram's first, year was minimal. The matching of students and M.D.A.*s was 
done on a random "basis; once a ^student was formally assigned an advisor, 
it was understood that this assignment was to "be for the duration of the 
school year. Beyond this formal assignment, definition of roles emerged 
from th3 participants themselves, not from the School. The testing proce- 
dure was a c ' *^nent cf the fomal role. Students knew that they would be 
expected to pass an examination after. the completion of each problem unit 
in the curriculum and that they would be required to take a comprehensive 
examination in the basic sciences at the end of the year .indent ical to 
that taken by students in the Chicago program. They also knew that they 
would be required to take Part I of the National Board. Examination. 

The first two weeks of the first semester were formally defined 
for the students. The nature of the program was explained to them and they 
were exposed to the basics of patient history taking, etc. Afte^' this basic 
orientation period, however, formal definitions of the student roles were at 
a minimum, and they were allowed to proceed at their own pace within broad 
limits set by the administrators and their advisors. 

2. Role Behaviors 

As might be expected, given the relative lack of formal role defini 
tion, the actual role behaviors of the students varied considerably in the 
first year. On the oasis of interviews with them at three different points 
during the year (see Appendix , it wa'* learned that students spent vary- 
ing amounts of time with their physician advisors. For any particular 

* Prepared with the assistance of Martin J. Mistretta. 
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student, this time tended to vary between two and eiight hours per week, de- 
pending upon where he stood in relation to problem units within the curricu- 
lum. Students tended to spend more time with their advisors at the ^beginning 
and at the end of units than in 'the middle, when they seemed to spend a great 
deal more time with text books. There was also variability^cross students, 
some generally spending three to five hours per week with their advisors, 
others spending ten to fifteen. In other words, each student-advisor dyad 
appeared to negotiate ^he terms of the role relationship on an individual 
basis. 

In contrast. to the variability in time spent with advisors ^ most 
students appeared to spend reasonably similar amounts of time with the 
administration. Because of the infancy of the program, administrators were 
anxious to keep on top of the students'^ problems and progress and therefore 
were willing to spend large amounts of time with them. Ihere were a number 
o^f informal sessions w5th the students, particularly during the first semester 
in addition to formally scheduled meetings with the student body as ^ whole 
every other week. The students viewed this contact very positively and- wer.e 
able to effect a variety of changes in the program as a result. Perhaps 
the most interesting change was 'the cancellation of the discipline-oriented 

0 

seminars with the campus faculty which will be described in more detail in 
the following section on campus faculty roles and which csme about at the 
urging of the students. 

In general, there was very little contact between the students and 
the cami s faculty. The students tended to define the campus faculty in 
somewhat negative terms and relied much more heavily on their physician 
advisors for both substantive and social support, a situation which produced 

o 

t 

a great deal of concern on the part of the faculty. ^ 
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4 Relationships with their fellow students, as might be expected, 
were highly variable. A sociometric analysis of patterns of contact among 
them revealed that some students were "isolates" and ha^ very little con- 
tact with other students, while others had extensive contact. Where "cliques* 
were found, there kppeared to be a tendency for them to emerge around parti- 
cular problem units in the curriculum and 'to remain relatively ov^ the 
school year, 'in other words, small numbers of students apparently organized 
on .an informal basis to study various problem units as a group, and these 
groups maintained a degree of continuity over-time. Although this sit\if5.tion 

"may not -have been anticipated by the administrators, it is an interesting 
response to the lack of formal definition of the learning process. It 
appears- that at least some of the students adopted roles based on the premise 
that they could learn from one another. This aspect of the students' role 
behavioral repertoire has some exciting implications for other kinds of 
learning settings as well as the one in which it was observed.^ 

The clinical experiences of the students, whil^ variable, 
appeared to motivate them to spend the necessary time with the hooks* - A 

'number of students spent . reasonably large amounts of time in the emergency 
rooms of the local hospitals in addition' to the time they spent with their 
physician advisors/ A number also took the initiative to' meet other physi- 
cians in the community, both general practitioners and specialists, in 
order to broaaen the range of patient exposure they received. It appears, 
therefore, that a basic asstSnption on which the structure of the new pro- 
gram was based — the assiunption that oarly exposure of students to patients 
,in clinical settings wo\ild motivate them to learn the basic sciences through 
demonstrating their clinical relevance — was sound. 
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3^ Sources, of Satisfaction and Dissatisfaction 

A questionnc . was administered at the end of the school v^ar to 
determine the degree to which students were satisfied -or dissatisfied with 

the program, (see Appendix ^ ). Some questions dealt with evaluations of 

the program "in general" while others de%lt with more specific aspects* 
Other questions, served to evaluate the effectiveness of the relationship 
between MDA and BD. The sample size .on 6lL1 items was 15. ^ 

^Lookihg first at items addressed to satisfaction with the program 
ifi general, the patterns of response found are 'presented in Table 57» . 

' . . TABLE 57 ' * 

STUDENT SATISFACTJON WIT-H 'GENERAL ASPECTS OF THE PROGRAM * 

.Throughout the year I felt that I was learning the elements of 
basic science needed for medicine: 

Strongly Agree (SA) Agree (A> Disagree (D) Strongly disagree (SD) No Answer »(NA) 
13% 60% 20% ' 0% 7% 

The clinical problem method of studying basic medical sciences has 
given me a more meaningful uhdersteinding of these ^sciences . 

(SA) (A) (D) (SD) .(NA)' ..- 

33% 53% 13% 0% 0% , 

The whole year was a confusing experience and' I have no idea what 
I should have learned or did learn. 

(SA) -(A) '(D) (SD) (NA) 

0% 0%- ' M% ' kl% 1%. 

I would have preferred' not having as much clinical contact in the 
first year of medical school. 

(SA) (A) (D) (SD) (NA) 

0^ 1% 33^ 60% . Q% ' 
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If I had it to' do over again, I would prefer a Aore traditional' 
program in the basic medical sciences, \ 

iSk) , . (A) (D)' I (SD) (NA) I 

^0% ' , ^'0% ^ 33% 61% ' 0% 1 ' • 

Overfall, student satisfaction with general aspects of the program 
wa^ consistently high, Response^T to the first item suggest, that some were 
confused at times during the year as to whether they were learning enough 
basic sciencei material, a confusion which substantiated by the interview 
material. Otherwise however, general satisfaction was uniformly highv 
With regard to more specific arspects of the program, Table 58 presents 
the patterns of responses that were found, 

Sf 

'TABLE 58 

STUDENT SATISFACTION WITH SPECIFIC ASPECTS OF THE PROGRAM 

The intensive review sessions were- good' preparation for the Fresh- 
m^an Comprehensive and the National Board Exam Part I, 

* (SA) ^ ' (A) .(D> -(SD). (NA) 

.1% 60% 21^^ 135? * 0% 

We should have had more basic science lectures, 

(SA) .- • (A) ^ (D) (SD) <NA) 

7% 33i '33% , 27!? 0!? 

Tlie bi-weekly discussion se'ssions with the Dean and 'hi s ' staff 
should be continued. 

(SA) (A) . (D) '• (SD) (NA) 

13% 60% ■ 20!? 1% 0% 

Thera was not enough space in the School building for individual 
study. ' " . - , 

(SA) (A) (D) (SD) . Xm) 

kO% h'(% 13% 0% 0% 
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We should have had more labs in all of the sciences. 

(SA) (A) (D) ■ (SD) (NA) 

7% 13% Un 33% 0% . 

2 Supervised and required dissection of the human cadaver should 

be part of the SBMS-UC progran. 

• (.SA) (A) (D)' (SD) (NA) ' ' ■ , / e ' 

3-3% 21% ' 21% 13% 0% 

There were too many seminars in microbiolog/-. 
(SA) ^ (A) (D^) (SD) (NA) ' , 

0% ■ 0% hit ' 33% ' • 0% 

At the conclusion of the year,' I felt" comfortable dealing with 
patients in the hospital setting. . ~ • 

' (SA) ('A) Id)' , (SD) ■ (NA) 

' " • / ' " > 

13% 5.3^ 2^% 1% 0% 

I learned a great deal of pathology this year. 

. ' • (SA) (A) • (D) . ^ (SD) (NA) " • 

. 0% ' 20% ' kji ■ 33% G% 

'The sessions in embroyology were valuable experiences for me.. 

(SA) (A) (D) (SD) (NA) 

13% 33%' 21% 1% . M 

•I thought the biocl^emistry seminars were valuable. 

(SA) (A)° (D) / (SD) ■ (NA) ■ 

1% 20% hO% 13^' ' 0% ' ' ■ 

The'^level III exams after each clinical problem jielped me to learn 
pertinent elements of the curriculm* 

(SA) ' (A) (D) . (§D) (NA) , 

. * 0% kO% )lo% 13% 1% 
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Review of these responses suggests that there was less overall 
satisfaction wi^h certain specifics of the program than there was v^ith the 
program as a whole. Those elements of the program which were sources of the 
greatest amounts of dissatisfaction were the study space available 'in the 
School building, the lack of required dissection and the quality of tHe 

V 

'Level III exams. A nCunber of students also felt that more basic science 
lecturir*g should be carried on (an interesting and somewhat puzzling response 
given their general enthusiasm for the individual study format) . Many of 
these sources of dissatisfaction have been recognized by ^the administration, 
however^ and steps have been taken to confront them^'in the second year. 

Student responses^to a series of questions about their relation- 
ships with -the physician advisors are presented in Table 59- 

TABLE ^59 

STUDENT. SATISFACTION WITH THEIR PHYSICIAN ADVISORS 

* I wish my M.D. Advisor had known more about basic science. 

(SA) (A) (D) CSD) (NA) 

0% ' ^21%' hl% 21% ■ . 0% 

My M) Advisor was happy v'th'me as his advisee. 

• (SA) " (A") : Td) (SD) (NA) 

20% -61% 1% 0% . 1% 

My MD Advisor only served to confuse me about elements of 
basic science. - , 

•(SA) (A) (D) (SD) ^ (NA) 

0% 0% ko% 60% 0% 

ffy M.D. Advisor was a very helpful person. ■ . ' 

" aSAl . (A) .(D) (SD) (NA) ' ' ' 

51% hQ% ' 1% ' 0% 0% 
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My M*Di Advisor made too n\jaiiy demands on my time, 
(SA) (A) (D) (SD) (NA) > ' 

0% 0% kl% kl% 1% 

Vi^f M.D. Advisor neverNhad enough time to work with me. 
\ (SA) (A) (D) ^(SD) ■ (NA) 

0% ■ 12% 53iS ' 33% 0% 

Students then, seemed extremely pleasedt^with their M.D, Advisors 
and it seems that his role in their medical s,chool experience was highly 
sirccessful, 
U, Summary 

Students .were permitted a .greal deal of leeway %o define the 
specifics of their role within the new School, As a result, many- changes" 
in- the formal stmcture were made during the first year in response to stu- 
dent requests as a modus operandi was sought by the administration. Most 
notable among these .was cancellation of the disc?.pline-oriented seminars. 

The flexibility given to the students apparently resulted in. a 
tendency toward informal organization of the learning process, at least 
among some students', based oh a\model in which students learned from other 
students. 'The implications of this informal model should be explored more 
fully as a. possible alternative to traditional assumptions about how learning 
can .or should take place, \ 

F'inal'ly, students expressed consistently high levels of satisfac- 
tion with the general aspects of the program and with the role of the physi- 
cian advisor .in the program. Specific sources of dissatisfaction noted have, 
in many cases, been recognized by the a(^inistration and rem^jdial steps have, 
been taken with the second class of students. 
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D. Campus Faculty Roles 

1, Formal Organizational Roles of Campus Faculty 

The formal role definition' provided to the faculty "by the School 
was minimal. In a report dated March, 1971 » entitled "Guidelines for the 
Development of the Curriculum: School of Basic Medical Sciences — Urbana", 

o 

only one reference was made which^ served to defipfe this role. This refer- 
ence occurred in a discussion of structured student- time within the program 
itself and read as follows : 

Seminar Instruction. Basic scienx:e faculty will have 6-9 hours 
per weeR of student contact time in semi-formal instruction in 
k seminar or group discussion format. Seminar instruction will 
be discipline-oriented. The subject matter of these seminars 
will be based on problems raised tv students and their advisors 
in vmderstandlng basic sciences, this will allow faculty 
evaluation of student progress, of the need for laboratories 
or demonstrations, or' other methods to facilitate student 
\ learning. ^ - 

Of all the partfcipents during ^the School's first year of existence, 
the campus faculty occupied positions which had the least amount of formal 
structuring associated with them* As a result, expectations about what 
they should actually do were unclear, a situation which inevitably lec' to 
feelings of dissatisfaction, frustration, and,- occasionally , resentment. 

2. ' Role Behavior and Sources of Satisfaction and Dissatisfaction 

While theoretically faculty-student contact in seminar discus- 
sions was to; consume 6-9 hours per week, in actuality the time ,yas less. 
Since the program was self-paced and provided a great, deal of independence to 



Prepar^d with the assistance of Richard 0. Dickinson and Barbara L. 
Peters. 
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individual students, students vere often s'tudying different disease problem 
areas at etny one point in time and any particular seminar .J:opic would conse- 
quently be relevant for some students and irrelevant for others, Studgnt 
dissatisfaction with the arrangemejit was evidenced by lacjc of seminar atten- 
dance. The students often found the sei^i'nars simply a ''waste of time" 
since basic science questions relating to specific clinical problems could 
more easily be directed to the MDA. About mid-year the students asked the 
Dean to end the seminars entirely. The request was granted with resultant 
faculty reaction ranging from apathy, to concerned disappointment. After 
the cancellation of the fonnal seminar schofiule, further seminar scheduling 
was left to the discretion of the students based on their specific heeds. 

With the cessation of regularly scheduled seminars, faculty/stu- 
dent interaction, which, had never been extensive^ decreased markedly "siniSe 
the students very seldom consulted the faculty about specific problems^, 
All but one facultj^ member expre,ssed disappointment about this ^ situation 
and the apparent inability to develop ,a rapport with the medical students. 
This student rejection, or at least wl^at was perceived to be rejection by 
the faculty > coupled with ambiguity as^ to their » formal role within the pro- 
gram led to'' a good deal of dissatisfaction and frustration on their part. 
The faculty .were aware that the students sought answers to basic science 
questions fr.om*their MDA's and this led some faculty to feel that the stu- 
dents looked down at the Ph.D. members of the program or identified too much 
with the glamour *of the MDA clinical setting. * ' ; 

* The frustration resulting f *om role ami -^uity and lack of student 

reinforcement was compounded by the negligible amount of faculty inter- 
{ . ^ ^ 

acuion with physician participants or other faculty participants within 
the program. For most faculty members the only contact with joarticipating 
physicit. -"as that occurring as a consequence of being on the same curri-' 
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culum development teajn or through , conferences with participating physicians 
arid faculty held .by the^'Dean ^to^'air program "gripes" or dissatisfactions* 

A low level of faculty interaction was attributable mostly to 
geQgrapJiic separation* Each, faculty member* vas located in his or her 

'A 

respective discipline department separated by at least a floor and fre- 
xiuentiy by a building* Interaction took place only during f^Ciilty or 
committee iHsatings and ^ere usually only the^most energetic or aggressive 
4*aculty members participated* It was these same persons who were chosen to 
comprise new committees made .necessary by^ growth (i.e*, search committee 
to recommend new faculty) and these select few seemed to suffer less from 
role ambiguity than the c>thers* . ' ^ , 

The other more peripherally associated faculty, in terms of 
involvement in meetings and .committees , felt very much like the out group 
and knew less of what was expected" of them* They were communication iso- 
lates* From the interviews it was learned that these out 'group members ^ 
had a less optiriistic outlook for the students' National Board performance 
and for the future of "^he school as it was operated, although the degree of 
discouragement was more for the ^tter than for the former* They apj)arently 
asstuned others suffered the same degree* of amoiguity* 
Role Redefinition . ^ ' 

^. Several changes have come about during the school's second year 
of operation geared towards reducing faculty frustration or ciissa,tisfac- 
tion* As in the first ytaf , -regular basic science seminars were scheduled^ 
However, while the students may proceed through the twelve clinical problems 
at their own pace, they must 'complete them in a defined sequence • Thus, 
while a particular seminar may not be ^^elevant to all the students at any • 
one point in time, it will be relevant eventually, and this mandatory 
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ordering or"^inical problems has reduced student problem variation con- 
siderably, A . . 

^ Ano1<her change is the establishment of the role of Campus 
Faculty Advisor (CFA), In this role each faculty member' is assigned four 
medical students^ .with whom he is 'to engage inVeview or remedial basic 
science work as indicate'd by student performance on Level "ill exams, 
Beyondvthis, any further CPA role definiMon is left to the discretion 
-of the faculty member and the individual student. 
3. Summary 

• While hone of 'the organization participants received very^ej.a- 
borate role definition, tlte campus faculty had the least amoutvt of formal 
structure to guide arid order their behavior. In the .fact of^JiSttle 
guidance, the faculty adopted roles congruent with their experiences in 
other settings. .They prepared seminars in thieir disciplines and expepted 
. sjtudents to sj^e them about academic problems, while carrying out their 
research at the same time. Redefinition of thi^.role was ^ gccasioned by 
cessation of the seminars during the first semester on the initiative ' . 
of the students, and little contact between faculty and students subse- 
quently occurred. The process resulting from original role ambiguity, 
demands for adjustment, and redefinition of their role, was a painful and 
frustrating experience resulting in greater cohesion of the faculty", arid, 
with the help of further definition from the school during the second 
year, has led to a more active contribution to the medical school by the 
. faculty. 



E, Curriculum . 



1^ Introduction 



; . One of the unique Aspects of the^Urbaiia program, is its approach to 

curricTolum design^i^ TVie';gurT)Ose of , this section is t.o present a review 

th^ pr.esint structur^ie of- the curricul.um, a review of the way in which . 

" local* physicians are contributing pment and, sonn indication of . 

the -directions'* in which it -may i... 

2. Curriculum Review* 
: — ' ; : — 

The Urbana cuririculuni is bu o*' ' *: -multiple problem approach 

' to the basic medical sciences. The stv^ exposed t'o -a .particiilar medical 

prdblem in a 'clinical setting with his advisor; he then proceeds to learn the 
. b^sic science material which is related to' the clinical problem. At* an appro- 
priate timej ,determined'by the student in conjunction with hi;8 advisor, -he 
takes an examination; orf the basic science asp^ctTs^ of the problem studied. 
The examination is given "by t*he stiident's eva].i/at6r who -is also 8 -oractici^ 
physician in the community. In order to complete the curriculum the student 
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must complete a specified number of problems aid pass a colleg.e-wide comnrehen 

J 

ive exajnination in the'basit sconces. 

* ' In cludedT within the curriculum aro the following basic science 
disciplines: anatoi^y — fiross* microscopic,' and topical; biochemistry micro- 
biology; immiinolpgy; physiology; pharmocology ; patholo'gy — gross and ro- 
scopic; . neuroscience; genetics; behavioral sciences;histology; and immunol^fy* 
Within each of these disciplines, the Student is expected to: 1) learn the . 
"discipline language; 2} be able to interpret data related to the discipline 

i w 

• and have .a familiarity with current literature; 3) be able to interpret 

signs anu symptoms of diseases in terms of basic science principles: ^ 
* : • ■ ' / 

■Prepared with the -assistance of Barbara L. Peters. 
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ingle clinical problem may 



^h) achieve minimum passing le.vels on internal comprehensive examinations > 
and external examinations; and 5) achieve- self instruct xonal skills that 
will allow him to keep up-^-date with passing time. 

The curriculum ia structured so that each ^^iscipline is broken 
down, into components which are identified with one or more disease processes. 
This structure permits the^s^'^udent to approach the learning process on' the 
basis of his personal experience with diseaised patients. The patient's 

problem is the entry point into principles of jbasic science germane to the 

I 

mderstanding of medicine as a whole and any sj 

serve to identify many principles. 

The clinical r' Crlems presently included in the curricultim are: 

J inflammation; 2) wound healing; 3) peptic ulcer; h) diabetes mellitus; 
♦ 

5) coronary heart disease j 6) CVA-mental retardation; 7) upper respiratory . 

« 

infection; 8) emphysema; 9) pregnancy; 10) cancer; ll) drugs; and 12) skin. 
As the student approaches each clinical problem, he is guided by a clinical 
problem index in which he is referred td specific content units Vithin the 
various basic science disciplines. (See Appendix D). Within each of these 
discipline content units, the student is: l) told the subject matter of the 
unit; 2') told the objectives of the t or what he should expect to have 
gotten from it once completed; 3)^ given a list of the key words he should 
know or be familiar with; h) presented with a pretest, which will test^his 
familiarity with the subject under consideration; 5) given instructions for 
study which includes reference guides to books and film; and 6) presented 
with a self-test or post-test to help him evaluate his' l\evel of comprehension 
for the particular \mit. (See Appendix D). 

During the course of the school'^ first year (1971-1972) the six- 

\ 

teen medical students, referred to as B.D.'s, were expected to be exposed 
to as many as forty clinical problems. Hot/ever, the mean of problems com- 
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pleted by this first class of B.D. 's was 7.5. Consequently the number of 
clinical problems to, be mastered^during the second year (1972-1973) was 
reduced to twelve and completion of these twelve was made mandatory for 
all thirty-two B.D. 's^now in the program. 

Pei:iodic testing has been developed in conjunction with these 
clinical problems in two formats. First, teaching-learning examinations 
have b'^en constructed for each discipline unit included within the clinical—' 
problem identified for study. These examinat-^'-^ns are the pretests and post- 
tests referred to earlier. Second, periodic internal comprehensive examina- 

/ 

tions are given after completion of a clinical problem and cover material 
which students may or may not have covered. Tliese tests are referred to as 
Level Ill's and it is at this point in the process of student assessment 
that computer facilities are used in conjunction with the curriculum. Two- 
thirds Qf uhe students take their Level III .exams on the computer while ^' 
one-th^rd t^e paper and pencil exams. The content of both sets of exams 
is exactly the same, only the t.esting medium is different-. The program is 
concerned with emphasizing the Level III exams as learning devices, and the 
use of the computer permits immediate feedback and coaching to the student 
as he is taking the exam. The student using the computer has as much freedom 
as those students taking the test with paper and pencil to choose the order 
of questions within each discipline and the rignt to skip questions^ said , 
later come back to them. M'the student answers each question, the computer 
scores the answer but gives no feedback. However, upon completion of a 
specific discipline section, the student is told how 'he did on the exam and" 
is automatically referred to those questions he missed. At this point, h^'^^v 
is given a feneralized coaching routine guiding him- to the correct answer. 
The school^s staff feels* that this type of testing enhances the rate of 
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learning because of the immediacy of feedback and the external motivation 
provided for the student to correct his answers" ana thereby raise his score. 

Other computer facilities presently being utilized by the school 
are: l) a computer based education system known as PLATO; 2) games simulat- 
ing clinical encounters known as CASE; and 3) statistical analysis which uses 
Soupac for Level III item analysis. The development of the PLATO system for 
thif particular program has been rather slow. The package presently includes 
games for several basic science disciplines designed for undergraduate courses 
and thus is utilized in this program for remedial work or review. However, 
during the f^'.rst semester of the 1972-73 year several staff people have spent 
a .great deal of time working on the design of programs applicable to the 
curriculum. CASE, Computer Aided Simulation of Clinical Encounters, is a 
program originally developed by and currently being used at the University 
of Illinois College of Medicine in Chicago. It consists of 25-30 simulated 
^patient /physician encounters where the medical student at the terminal 
functions as the doctor whose task it is to diagnose a clinical problem. 
These simulations are probably not as widely used- by the Urbana students as 
the Chicago students due to the clinical opportunities available to the 
students in the Urbana curricul\am. 

The community physicians have played an active part in the program 
not only in terms of their MDA and MDE roles, but also as members of curricu- 
lum development teams. In a traditional medical school program, a student is 
given extensive exposure, to basic science disciplines and expected to learn a 
gr^eat^deal more about each and every discipline than he will probably ever 
need to know for the practice of medicine. It was with this in mind that 
the role of the commi^ity physicians in the cxirriculum development team come 
to be defined. If one of the goals of this new school is to produce more 
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medical doctors, of high quality, but in less time, ^then a logical step is to 
eliminate the minutiae presently included in traditional basic science train- 
ing. To accomplish this a; curriculum 'team was created for each of the ten 

disciplines included in the program-- 

These teams were composed 9f basic science faculty Members at the 
university, one or two community physicians, and in some cases an area 
specialist (such as a practicing pathologist for the pat^hology units). It 
was the task of these teams^ to develop the content units for the particula>^' 
disciplines to which they were assigned. For some teams, the role of the 
community physician was one of edition and revision with the basic scientist 
writing the actual content of the units, Foi/bther teams, the physician as 
well as the basic scientist was involved in the writing of the unit. However, 
on all the teams the physicians were, charged with bringing a clinical orienta- 
tion to the content unit or eliminating those aspects of the basic science 
discipline which were .minutiae for the purpose of training a medical doctor. 
These ciirriculum development teams were not dissolveti upon comple- 
tion of. the content units for the specific disciplines. Rather they are on- 
going units charged with evaluation and revision of the units they designed. 
Their role is particularly important in the evaluation of the Level III 
questions given to the students in light of their performance and in evaluat- 
ing the adequacy of the content units in terms of preparing the students to 
, take the National Boards, 

The time required from a community physician as a member of a curri- 
culum team varies considerably. While the school estimated a time commitment 
of approximately ten hours a' week, one physician said that some weeks he spent 
15-20 hours working on the curricul-um while other weeks he -spent much less, 

A shortcoming of the curriculum development team approach as it now 
stands is the apparent limited amount of communication and interaction between 
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the physician members and basic science faculty members. While a team physi- 
cian and an administrator of the school both '^ited this as a problem, *:hey ' 
did not imply a deliberate lack of cooperation but rather a conflict of 
scheduling. Ideally the bulk of the c\irriculum development and the revision 
and evaluation work should take place in joint team meetings in .r ility,* 
however, the mechanism of scheduling meeting times convenient to a. members^' 
is exceedingly difficult. This is particularly true of the community physi- 
cians., who are involved in their own practices. Apparently on sojne teams, 
the basic scientists have been extremely frustrated by these scheduling pro • 
blems and have indicated a preference for being permitted to develop the curri- 
cuXiam on their own. A second shortcoming of the CD team approach is that the 
physicians a!re often Cen years or more removed from their own basic science 
work and may not be able to accurately assess the depth <of basic science work 

needed by a student to pass the national boards or to give him a strong enough ' 

i 

basic science foundation to permit him to enter a medical speciality. , 

An advantage of the CD team approach, also mentioned by both la 
r .trticip^ting ph/sician and school administrator, was tY j opportunity presented 

to the physician for stimulation in his work and the opportunity to review or 

- * y - 

relearn specific basic science materials. A team approach also presents to the 

/ 

basic science faculty member an opportunity to. get some taedbdck cn the specifi 

< 

elements of his discipline which should be emphasized in a class consisting of 
pre-med students as opposed to a seminar of basic science graduate students. 

An interview was recently conducted with an administrator at the ^ 
school to asse'is where the curriculum now stands and where it is going. 
Acco^^ding to this individual, the curriculujn as it now stands is complete, 
at^least in terras of the program's philosophy. However what remains to be ■ 
done within the confines of this cu:ric\il\am is revision, resource development. 



evaluation and assessment ♦ Philosophically the curriculum is solid .and it 
should not deviated from. Rather a revision should be made of those units 
or disciplines contained within it which are not achieving the desired results 
The strength of the curriculum in its present form for the several disciplines 
and clinical problems varies, i While some sections may be thought of as in 
their third or f9urth stage of revision and consequently quite strong others 
are not and it is these sections which need to be further revised. In an 
attempt to secure such revisions, the administration is presently working 
with the faculty in reviewing the students' performance on the level III 
exams to attempt to pinpoint the areas which need" further Vork as. well as, 
studying the reactions and suggestions made by the students and the MDE's. 
Ttie Center for Educational Development m Chicago "h^ also been askfed to re- 
view both the format and the "content of the curriculum and to suggest any 
changes they feel might be useful. 

While the curriculum may be philosophically solid, it needs to have 
certain gaps filled in which can be achieved by further resource development. 
Right now the program contains students who have to a high degree mastered 
the art of textbook learning but this probably will not continue. The units 
■or process documents have little content themselyei?, rather the content is. 
contained within the resources to which the students are re*r ^ved by the 
specific units. Consequently, the administration would like to see the re- 
source pool made as large as possible so that a student who does not under- 
stand the t .tbook explanation of a certain aspect of the basic sciences or 
a medical problem can refer to othei* mer a for explanation and clarification. 
The as'^umption is that the medium does, not help or ^hurt the good student but 
Jit greatly helps the student who has not mastered the textbook learning 
approach. Ciirrently no such medium exists, although currently in the 

0 
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development stage are comjniter based education programs with the PLATO " 
system. . 

Contained within each unit or clinical problem is an evaluation 
system in the form of pretests and posttests . The student uses these tests 
to judge whether or not he has achieved a satisfactory level of , comprehen- 
sion of the material contained within, the unit. However, in both the pre-, 
test and posttest, the best questions tend to be saved for the level III 
exams and consequently the validity of the post- and pretests is uncertain.' 
Because of this Uncertainty a great deal of work needs to be done on - 
eva it ion. , , - * , ^ 

3. Sitonary . . ^ ' 

The curriculum of the School of Basic Medical Sci..nces-Urbana is 
built around a multiple problem approach to 'the basic medical sciences. 
The student is exposed to a particular medical problem in a clinical s'etting 
with his advisor who is a practicing physician within the community. He 
then i)roceeds to learn t.hie basic science materials which are related to this 
, clinical problem. At an appropriate time, determined by the student Jh con- 
junction with his advisor,^ he takes ah internal comprehensive jexamination on 
the basic science aspects of the problem studied. The examination is given 
by the stu ^nt's evaluator who is also a practicing physician in the community. 
In '^rder to - "^ete j^he curriculimi the student must complejbe a specified num- 
ber cf problems and pass a college-wide comprehensive in the basic sciences. 
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Unique to this program's curriculum is the utilization 'of an educa- 
tional resource traditionally untappea, that of the community physician. Also 
unique to this program is the asslomption that a student permitted to learn the 
basic sciences in a ''clinical prob/eift.^^^bing and at his own pace will be highly 
motivated and that such motivation will facilitate the learning process. -v ^ 



\ 




The curriculum as it presently exists i^ conrprete, at leasf in 
terms of the program's philosophy^, ' However, what remains to be done within 
the existing curriculum is revision, resource development, evaluation and 
assessment,, and it is within these areas that further curriculum definition 
should cJccur, 
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' • ■ VII. PROGRAM OUTCOMES , 

A. lintroduction 

The outcomes of the program are many and varie^d. There are 

outcomes for individuals,, for groups of individvials and for the program 

t _^ V 

* \ 
as- a whole. (Kimberly, 19T2) xTtls. -Section of the report focuses on two 

particular kinds of program outcon^es, the impact of the program on the 
continuing education of the participf ^ing , physicians , and student perfor- 
mance. ' » c ^ 

B. Impact .on the Continuing Education of Participating Physicians 
1. Introduction 

The importance of developing ways to provide for the effective 
continui.ng education of practicing physicians has been ^phasized by 
many observers of tl\e medical care* system in this country (e.g. Hcuser, 
1971). At issue is the need, on the one hand, to accelerate the diffu- 
sion of new medical techniques and capabilities and, on the other, to 
improve or at least maintain levels of physician competence. 

Traditional /efforts to deal with these issues have met with 
mixed success. One factor limiting their success appears to be the 
different perspectives on the nature pf continuing education characteris- 
tic of academic medicine and clinical medicine (Hertzmah, 1972). Basic 
science faculty in traditional programs have tended to emphasize the more 
academic aspects of the diagnosis and treatment oT disease etiology, 

whereas practicing physicians have' stressed problems encountered in the 

it 

clinical context of medical care delivery. As a result, to many general 
or family practitioners, and ever to certain specialists, the utility of 



Prepared with the assistance of Michael A« Counte. 
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such programs appears to "be limited. * ' . 

A second problem is that the programs are frequently too difficult 
for the clinician' who has been away from formal training in the basic science^ 
for" a relatively 'long period of^ime. (Wolf and Dariey/ I965) As a conse- 
quence of. these problems, many programs of continuing education have been 
less than successful in helping the practicing physician to Keep abreast of 
various scientific development's and to increase his technical efficiency. 

Given the mixed results of traditional approaches and given current 
trends in , the direction of periodic re-examination of physician competence 
in order to maintain certification, it i^ clear that new approaches called 
for. One goal of the innovative program in Urbana Vas to construct a rol^ 
for cliniciaiis in basic medical' science education that would not only- allo\^ 
the student to learn in a real-life 'context , but would also aid the partici- 
pating physician by providing-resources that wovld' encourage him to refresh 
hi^ own knowledge of the basic medical sciences and inf'-'^ him of new scienti- 
fic developments. 

Procedure. and Results 

It was felt that it was important to document the impact of the pro- 
gram on the continuing education of participating physicians because of the 
potential policy implications involved. ^ To this end, a multiple measure , 
approach involving both physician perceptions oF program impacts and *^obJec- 
live" measures of these impacts was developed. Underlying this approach was 
a methodological assumption that concurr. .it measures of the- same phenomenon . 
would offer the best approximation of actual impacts. 

To examine the perceptions of the physicians, information from 
an administrative survey of the participants and from interviews with the 
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same individuals was used. (See Appendices B,h and C*l)» The objective 
assessment of impacts was based on a Medical Knowledge Self- Assessment* 
Questionnaire developed by* the .research staff in conjunction with the Dean 
of the School and administered to all participants and to a control group. ' 
(See Appendix B.3). , ^ 



The results of the interviews indicated that the physicians felt 
7 ' ' . < 

that the program had had posi^tive impacts on their continuing education. A 

detailed discussion of the nature of these impacts is presented on pages 

The results from.^tHe a^inistrative survey conducte'S in July" of 

1972 generally confirm the impressions emfer^ing from the interviews. -These 

results are presented in Table 60. 

, ^- TABLE 60 ' * ' 

PB6CEiVED IMPACT OF NEW PROGRAM ON THE CONTH^rOING 
EDUCATION OF PARTICIPATING PRACTICING PHYSICIANS 



Question ^ • ' % agree % disagree 

95 * 05 



My involvement in ^^the^ SBMS-U program has enhanced 
my education in the, bas^c "medical sciences. 



»I spend more time talking with, my professional 

colleagues ab'out basic science than before rv , ^ jSO' -^0 
involvement in the program. 



3» I have learned significant new aspects of basic ' " 
sciences by my involvement in the SBMS-^U program. 

1*. The basic science' textbooks given to me by the . 
School are of little use to me. 

5. ♦ I feel thai: I am enhancing my continuing educa- 

tion by my involvement in th.e SBMS-U program. 

6. In terms of my own rt*ofessional betterment, I 
wou"*'^ do iSetter to spend more time reading .^oUrnaJs 
anc ..j.ng special courses at :iedical centers 
instead of trying to 'help beginni: doctors. 



70 30 . . 

30 70 
100 

65 35 



7. I find that I am lea^^rling'more basic science by ' 80 ' 
interacting with students than by reading alone. 



20 
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TABLE 60'(Cont.) 



Question 



8. The approach qf €he SBMS-U curriculum in the 
clinical problem, format is providing an^ opj)or- 
t unity for me to apply new knowledge in the 
"basic sciences to my practice. \' * 

9. ^^y activities ^in the SBMS-U program provide" me 
, with continuing education directly relevant to 

the needs of my immediate practice. 



% agree % disagree; 



95 



65 



D5 
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* Unfortunately', the* objective measure of the impacts did not pro- 
duce useable results. Physicians' were' either unwilling or unable to 
respond to the questionnaire. Thus, the original measurement design 
proved unworkable in practice and had to be revised. 
3. Summary 

An attempt was made to document the impact of the new program on 

the continuing/ education of paKicipAting physicians "usijjg a multi-measure 

design. Results from an administrative survey and physician inteanriews. 

indicated that the participants generally perceived positive influences 

of the progrto on their continuing education. Lack of response tp an 
* , . ■■' . . 

^ jttteApt to gather more objective Measures of 'impacts meant that this- por- 
tion of the design bad to be abandoned. The conclusion, thereforjs, is 
tl:<it, at the perceptup.1 level, the program appealed to produce changes in 
a positive direction on the continuing educa-^'^n of the participants. The 

- question of the degree to which the program is "impacting on actual levels 
of^-^si.cian medical knowledge end on the "quality" of their practice 
remains unanswered, however. 
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C. student Performance 
1. . Introduction 

• " As noted elsewhere in this report, the students in the Urbana 
program were required to take a year-end comprehensive examination in the 
basic sciences identical to that required of the Chicag9* students * On a 
comparative basis, their perfomance was noteworthy* On the avera^ge, th^y ' 
performed at, a slightly higher level than the Chicago students ;altho\igh 
the very best scores were achieved by students in the Chicago program. 
Perhaps more significantly, none of the Urbana- students failed the examina- 
tion. ' ' 

In addition, the Urbana ^tudents were required by the Dean of 
the School'to take Part I of the National 'B>-Fard exams in June of 1972. 
Fifteen Qf the sixteen students enrolled passed the exams. Noteworthy 
is the fact that this outcome occurred after only one year of pre-clinical 
training. On the basii^ of the overall similarities ^o:\g socio-demographic 
* characteristics of* the Urbana and Chicago students fou d in analyses de- 
scribed earlier, it is ^unlikely that £he perfonnance of the Urbana group 
can be attributed to criteria used to" select them for /the program. 
2. Discussion . , ! ' 

The year-end%erformance of the students can be viewed from two 

• ' / 

V / 

pers5)ectives. The first, deliberately ^conservative, argues that the re- 
sults indicate that the new program^4.n its/ first year did not have negative 
consequences for student .performance. Since 'the structure. of the program 
represents a reasonably significant' departure fi;om Vbusiness as usual" in^ 

4 

basie scienc^ education, it is important to know that students enrolled 
did uot appear to be harmed by the departure in terms of performance evalua 
tion criteria generally applied to all medical students ♦ 



18»» 



The second perspective, somewhat less conservative, argues that 

I f 

the level of student perfonnance is an indication that learning is ab-J^ually * 
enh^iced in this type of learning, situ'atiop. The fact that. 15 of l6 stu-- ' 
dentft;>i)4ssed Part I of the National -Boards suggests that it is feasible to 
compfess the basic science educatiqn of medical students into, one year, 
thus reducing by one year the amount of time needed to train. physicians. 
While such a reduction would not signii'icantly increase the production of, 
doctors on a national level in the^long run, it would reduce the costs of • 
-medical education for the 'student, thereby possibly encoua:;?iging more stu- 
dents from less^advantaged^^cio-economic circun;stances to ent^J- the profes- 
.sioa. Should tiTis occui^{.the historical tendency within the -medical pro- 
fessioh toward a highly skewed distribution of members from the upper strata 
of- the American : 1 " al structure would be affected. This implication de- 
serves serious^consideration, ^ \rticularly in ligh* of current dissatisfac- 
tion with tjtie distribution of medical care across the^ country. _ 
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APPENDIX A 



RESEARCH' DESIGN' AND FKOCEDURES* < --r-.^ 



A. Intr oduction \ - ' ' . 

' ™ ■ ■ . ■ ■ ' • ' ,. • • 

c • order to analyze thfe new progr.4m it was necessary to' con- 

^ struct a research design, that woiild avoid certain inadequacies characteris- 
tic of conventional designs used in other kinds of- settings ahd that 
would offer 'Significant improvements tp' the field/ Specific problems 
^ in conventional- research encountered ;ihile constructing the .design 
included: the lack of use. of muLti ^-method app3^ to variable- 

measurement (i.e., inclusion" of self -report measures with unobtrusive 
*ones,. etc*), the lack of longitudinal fitameworks, the lack of emphasis 
on including observable behaviors as criterion or predictor variables, 
'an^ the fact that feedback" is seldom provided to actors involved in the 
research setting on a systematTc and continuing basis. \ ' 

As a means of, dealing with the problems described above, a * 
process r esearch design was developed. Process research in the social 
sciences can be defined as a systematic attempt to gather data *in a parti- 
cular behavioral setting which -can be used, on the one hand,' to inform 
existing theory and on the pther hand, to provide feedback to participants 
regarding their own behavior and the behavior of others in the setting. ■ 
As such, process research "fallfe somewhere between "piire" research and 
"action" research in terms of the rol^e of the researcher. In the case '\ 
of "pure" research, the researcher attempts to. remain uninvolved in the 
behavior setting as far as possible in order to maximize "objectivity" 
• and remove possible sources of bias; in the cas^^'bf^ "action" research. 



Prepared with the. assistance of Michael A. Counte. Portions of this 
section have-been Adapted from tT. R. Kimberlv^ A* Counte and R. o'. 
I^ickinsoa, "Design for Process Research on Change in Medical Education", 
Proceedings of the 11th Annual Conference on Research in Medical Educa- 
tion, Miami Beach, . November 1972 - 
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the researcher deliberately , intervenes (Tn the behavior, seating) as a 

change agent. The rolfe'of the research^ in "process" research is intended.' 

♦ * ,^ — 0.4^ 

to bridge these two ^extremes ^d tp take advantage^^of the strengths^of each. 

* If process research as delfined above is to oe effective,^ and if 

it is to. maximize the advantages and minimize the disadvantages of both 

"pure" and "acti9ri" research, it is our viev that the followitig considefa- 

tions should weigh hea-vdly in the formulation of a design:, , 

•l) Flexibility 'of procedures. * Technique? used to monitor, change 

should reflect at least, ii; part^ the fiatuf^ of the conjbepct * 

being examined.. While techniques developefd iff^'other contexts- 

- ' ^ may be^useftCL and mcQr^j-ield data which 5r0-d.de comparability, 

there is often a prcblem of '"fit". This issue is 'most salient 

: / when questionnaires are th^ technique being iised. A second 

dimension of flexibility is the nulti-m^l^hod approach. .Where 

resources -permit, use of multiple techniques is hi/^ly desira- 

ble. both for purposes of triaiigulatiorr (e.g. Denzin,* 1970) and 

for enhancing the richness of the data. A third dimension otj 

flexibility is situational adaptability. * This^ issue is/parti- 

cularly important when studying cbc^f^ge^^Veiy Yarely is it 

possible to develop a design whicld perfectly anticipates the 

nature of growth and development jj/h the setting. In process 

' research, a premium is ^placed on adapting techniques to' meet 

'situational 'demands. One is reminded of a study of leadership 

and* job satisfaction which was abandoned because a strike took' 

. place during <Jne phaise of the research, "cont^inating" the 

design. In our -view, it is. at least as useful to regard the 

strike as a source of data as it is to view it as a* source of 

error variance. ' . * 
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2) ' The temporal > imperative ♦ Erocess research, by definition, 

involves diachronic a^ opposed to synchronic design. Methods 
used.shou^ be based on the premise that it is primarily 

through a careful monitoring of processes over time th,at 

* • ^ ^ 

questions, of either a theoretical^ or a more .policy-oriented • 

nature associated with change can: be answered. • Research 
based on wiy"in arid put" or. "one shot" strategy reflects''" 
• Msumption^ about the nj^ture of change which are at substa-n-^- 
•tial varimice witij- thos^ underlying process y^search. 

3) :. 'Focus on behavior. J)ata^cbllfe'cted by process research should 

. • be .aifchored, insofar ^s possible, -in .behavior. Jn* particular,^^ 
technique|* should be used which reflect behavioral adaptation 

^. ' . V it* ' ' : 

^ to foiml constraints or what jGouldner (l95U),-and Merton (1957) 
* have called ^^^--^hanint ended consequences" of formal structure. 

This- focus isr particularly important in a sitmtion in which 

> ,* • 

planned change is introduced because .of tl^ lack' of prevLouslv- 
established norms and expectations to guide and order the form 
and content ^pf interaction.. 
^) Focus on the systemic nature of change.^ * Process research should 

• be based- on a recognition of the nat'ufe of the interdependencies 
among the various actors who are a .part of the behavior setting. 

. Techniques used, therefore, .should be designed to monitor these 
independencies as carefully as possible and to reflect changes 
in the relationships among the actors over time.. ' 
5) Provision 'of feedback to' the actors. -In contrast to .the pre-- 
ceding, this cons idera^t ion is likely to provoke no small amount 
of controversy. It is our view that one of the most usefu''- ' 



'Ch^act eristics of process research is the pixDvision of data 
al^out their Qwn .behavior and the behavior of* others in the 
settiiig to the actors. 'Advocates of "pure" research might 

'. \ • ■ ' -■ ■ ■■ ^ ^ ■ ' 

argue that such an activity will altgr' the very nature of the 
phenomenon being stiidied; howpye?, it' is oxir j)ositioh that 
. la) , >proyidiTig data 1^ participants arid allowing theiu to. 

evaluate the data fhemseiyes does^ not; in afid of itself,' 
' put -the 'researcher in the ^position of becoming a^ change^ agent 
in spitfe of • complex;, questions ,which*ve fully 4ckriowledge 
regarding decisions about -the c6nditi6.ns--uDder .which .these 
"data .are provided', and b) while much has been wi^itten about 
the influence of the researcher^ on: the ^setting being examined - 
- the -so-called "Hawthorn^ effect" * (Katz anrd Kahn, 1966) - it 
_ is very^ difficult to measure with any degree of 'preciision. and 
' thus' difficult to evaluate quantitatively. The potential 



\ benefits'; to all concerned appear xo outweigh the posstble costs 
'Of the procedure advocated here. ^ * 

o - • • - * 

GiveQ the, above general guidelines, specific designs and research ^ 
proc^ures were developed for studying jbhe interaction among sets of parti- 
cipants in the program and tpe SBMS-U program itself. In the following? 

^ , * ' ' 

secti^s the actu/>l procedures used will be dis, cussed .in detail.'* This- 

discussion will be followed by a consideration of the methodological limi- 
tations of_the research. 



Collection of most of the d^ta analysed in this report was funded by 
othgr sources and was completed prior to negotiations of^the contract 
which sxipported preparation of the report itaelf. Description of the 
desi0i and procedures is included to peiTnit the ifeader to evaluate 
them- aiid to have a degree of "Tamiliarity with the nature , and scope of 
the data presented. - . . 
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'B. Practicing Physicians" . ■ ' .■ " ^, 

1. ' Mfeasurement of -Ass essments of Program Consequences an'd Socio-Demog raphic " 
Characteristics » i . ' ~ — * 

1 ^l*. ^ Questionnaire Construction 

■ ' •;. ~ 7 ' . ■ ' 

• . To analyze the input of the local medical community to this new. 
program, as wel^.' as .the effects o'f it ^n first-year MD participants, several 
kinds of data vere collected First to collect baseline biographical and. > 
attitudinal data, a combinatidh ihterview/mail survey design was used. * 
Que^stions in the biographical qi^tionnaii-e were .generated by staff members 
with specific interests aid, in ce^in casesj' were based on items used in 
other, studies that had fopiised on prapH^rig physicians and their recepti- • 
. vity to a chmge effort- (e.g. Co^eman,-^ ^^^6 ) . The f inST' fom o'f this ' 
;. . questionnaire that was .utilized can be'-fOTiiid in Appendix ft. / 
^ - . 1^ order to measure attitudinal A»^lief orientation toward the new 

program it was necessary to develop a -separate instrument. Although there 
were many dimensions of ^thg new program that could have been used as stimuli, 
it was decided to focus on physician assessments of potential program outcomes . 
/ These outcomes, if properly selected and behaviorally anghored, would -alloy 
us -to elicit toth the affective and cognitive orientations of the .respondent ^ 
toward this new program at'^he time of the survey. 'ln'bi;^er to generat^ ' 
these program gutcoilies.a group of thirteen, randomly-selected local practiring> 
physicians was 'selected. ' In short individual interview sessions, conducted' in 
their clinic office§, each of them was asked the following question: "What 
(36 you. feel "are the ^po'teptial positive anti negative outcones^ of this new 
program in medical education?" . ' • . . \ " 

Upon completion o5 these interview sessions in Jime, 1971 a total ^ 

.J ' . ' ♦ 

of thirty- two- potential program eventualities was generated. ^ In the final * 

> ■ • ^- ^ \ 
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yersion of the questionnaire .it was necessary .tc differentiate the extent ' 
-to which the respbrident perceived these possible outcomet as/probable ' 

- . ^ - - - ' . ' . ^ .; . ' ..-^ — - • 

(i.e., ^cognitive orientation) afnd/or desirabie. (i .e../ affective orient'a- 
.tion<). //ilius*, all- of the. outcomes were' placed into two separate.»sections: 

\ , • • •/■ - •• " ■ •- / ^- \ - 

> the^^ respondent^ was askedi how, prob'able he felt these outcomea 



in the first 



were; in the sepond he vas ask;id^to, what extent these outcomes ihdeDen- 
dent of their^ probability were des'arable. 



- final form of ^"h4:^^^iWt^^ can be. fblind in' A^tpe6dix . 
Since the'-item population, haa be^nj^d^^ themselves ^ it - 



was felt .that 



this instrument was, T^eiatively specific/ and closefy^^ehored^ ^ 
tVth.e actual conc^hs"plf"f3[ie populations to be l*ainr)lea. This method of \ 
ienerat ing_ the' item' ^pboi'was felt [tcu^be pte^^able tx^^any' method, where '\ K\ 



members o^ oi^-" rSs^rch staff alone_ would tiy^ to co^cept.ualdze tKese out 



con(esJ 



.o ; ^To^refine* "the Me.a^ures/ a sc&iing procedure was .developed tha^^. " 

• - -^^ " - J ■ 7 I" ' - , * ^ 

\ would allow each respondent to indicate his assessment of the probabilitv 
and desirability of each potential prograjff ^outcome. In-order tb^'allow fo 

/ ■ I ' ' - ' 1 ■ 

as much individual -wariat ion as' possi1>le under, these circumslJances,' sevep-. 





point sqales we/e^us^d for eachj^t of items j^anging |rrom the^ extreme' judder 
men^ of very iprpijoliaBle 'to veiyJ probable*, and from velyjundesirable to very' 
desirable'.. Onc'e these' scaij.^^ had'be^p: constructed fclr each item,, the 
instrument was Clear* and" "DlTrefi ari^ closely Vpproxim^te&? a Llkert-type 



scale . . (Likert .in."Simimers, l^TO). \ " Y * ^ *L ' 1 / ^ ' 7 

• The ^s urns , of the sc-ojt^s 6n t^ese. sc^es wei'e2t^^n as gi^d^ indi- 
cants of tht^ individual's .beiLiefs and attitudes relj the cjybgrain.P These ' 
index scored offer appl-oximations of*- ^oth direct jjon/ an^ jJtAens ity /. It was 



also- necessary, to examine thb e'Aent io which "each- of the items ^^as 

'relatec to a general s^^tem^ of." Cognition, or affelt. " -To .test for the, 

ipternal^^nsistency of each, item to; each' scale, a'.form' of' it:eni-analys»is ' 

was. midertaJcen to. assess. the- ejrfent to w^iich each Item, significantly',^ ' 

discriminated between'higli scorers and aow scorers pn th4 totaj-' sckle*. ' 

Only, those items' that eiicitVd- si^ificantly di'ffei*Vfit responses*' from ' . 

•those who scored -iow' on- ^the^t6t,al tefet: were* retailed in* the scales^^W - 
, > ' ' . \- ' ' ^ \v - 

their final- form; Then^by summing the- scores- pn eacl^ of these- Items 

^^^^ indi,yidual in the samplei ; a .measure 'of the strength^of \an' indi- ^ 
vidual'^ .cggnialve and aTfecttye predispositio.ns' regardirig thi^new pro- « ^ 
- gram' was *uilt. ' • v . * - • - 

f '2 - Pretests and Ins trument K^efiiiements *-* ' ' • , / 

. ^ ^ ' — m — ^ — ' r*: ^ • \ • » • » • ' 

; ^ Once the two instcrameht^^had "been develop^ed, e^rtenU^ve pretesting 

was^.<;arried out, 1a, June of 1971^ two groUp's ataocal' ^racticiff^„ physicians 
one .con^stin^. 6;£ el^v^n individuals, the otjiter of thirteen indivi^fluals, ' 
.y^k^f^l^crted arandomiy and .asked-"' to. complete Ithejiwo questionnaires. >lJpbn 
rcompjetion of the instruments, they were^ asked to offer 'any ^criticism or 
STUggestions triaf they'^might Have to a'^.^esearch' staff member who-was pres 
This^ process r^sultedv^in a rium&er of. suj^geStiob^ and^ohce they had" be en- 

-'incorporated, ^e instriLents were' conlDlete^. ' \ 

. . , ' .-^ • ' ' .^4. ' , ' • 

l.'B > Sample and Administration - , ' 

- • The physicial sample included all practicing ^physicians in' the 
• Ipcal area who were contacted in. Januaiy^ 1971 regarding their possible. * 
participation in the new medical program. This, group, whi^ch mMb^red 197, 
vincluded all o^ the general' practitionelhs and specialists who-were members 
of the local medical^ ^6 ciety at that time* A -master roster of ail these 
physlc^ans^^d their addresses was made available by , the. medical school. ' 



.... . 



• ^ research- jL6s^ nece$4^tated a- coriipre^^ 
entire ppRulatlon).. -In July of 1971 a letter, froiri the' .Dean. oTtHe Medical 
■Schooi and^€h^jPi»esident 'o'f *Jthe loqal' medical ao.Qie%'.ass\iring local physi-;^ 



■• cians-tliat the^ese^rch" effoH Vas^ legitimate and^^thlt their-i-eepon^es » 

would be guaranteed" ^onymity, was mailed .to edl area physicidiiSst 'Each- 

\«p.' ^ 1 ' , *■ ■ , - -■ ■ ' ■ ■ ' 

Of thfem VPS subsequentiy conta'cted- ,indivi^ally by phone and ask^d. when " " 

' " . ^ ' " ♦ . ' - ^ . " ' ' ' • 5 

>Lt vouid.b.^*^inost:canyenient. to drop o;ff the ^questionnaire and answer any- 
quest^^'s;^Ke* :or- sh;^\might have ^ ' . * ' - : , . . / 

;iBy..tfie^*cnd.of ;^the 'stun^ier 'b£ 1971 all of the,. physicians •in!' the ^ ' » 
V ^- ' \/ ^ : -'^ / '\ 

s^ple had'been 'corita^cted/ Each of tlies^'. doctor wafe Requested to"^ complete ' 

the questionnaires at his^or hW^onv^nU^ce; Wturnv them. by -mail; 

Early in -.^ept ember, 3.9.71,' tlje first ^^ollpw-ap-'of'^all Iphysikans "^who-had' 

-not responded, by tt/at tiine. tfas'-^oAducted. - * * ' \. ' 

I . '* ' ' > • ' • . * ^ ' ' ' * ' ' : \ - • ^ , ^ " . \ ^ * • ° ■ 
^11*4 Sample' Ket ul^ns -* • '".t, * v - 

^ ■ total of 11.8, praetic.irig .physicians completed ^the- two question- '.* 

haires. 'This- figure,-, re|)*reserited 69.3^;of th4 origin^'. geiinple contacted. 

, The original- sample itself diminish.e'd during the' period of data collection.'- 
* • • ■ ' • . 1 .." _ • _ . ■ . •.' ' 

• from. 199 to 171- due to tiie fact that 28, "physicians Uither died Or moVe-d out - 
Of th^ ,a!*^a during the period irf which .^e" con(iucted this* study.*' ^Table 1 

. below indicates how many doctbrs.responded at^ each^'stage of ^the-survey 
process. ; «^ y ' " ' , 

Table Al ' . > / 

-RESPONSE JUTES OF Pl4cT ICING PHYSICIANS ' * " ' 



stage 
Originsil Survej^/ 
?irst Follow-up 
Second p;ollow-up< 



Time 



Ntmibey ^Percent 

8/71-9/71 • /6f , ^39|. 

•10/71 ' '/-'slf •/ , 20^' 

^11/71 — :'"17' 1'0.3% 



Percentages are-^of the pevised sample s'ize of N=i71. 
• (original N=199 toinus those who had either. died. or 
moved from the area) ' . - • 



In cO!r7)arison with ather studies that hkve focused on physiciani 

and used a similar survey instrvunent technique, the final returns were. 

quite favorable. For example, one study (Houser, 1971) achieved a final 

» 

resporlse rate of 66?, , another study (Gross, and Grambsch, 'I969) acquired ' 
k6%y (Prybil, 1970) obtained 50^, while a stud>^ by (Hetherinton, 197i)' 
yielded TW. " . ^ , * • ' 

To examine possible so'urces' oft bias in the respondent population 
an analysis of the type arid location of practice of respondents' was com- ' 
pared, to the tbtal p©pulatipn^ ■* The results of th^s anetlysis are presented 
in .Tible 2 below, ^ \' 

Distribution of returns by type and location of practice • 



\ 



Type 



Number 
ResDonded 



Sjiecialists . 

\ ■ \ • 

Ger^eral Practitioners 

\ 

Urbkn 
^Rural - 



i>65 


101- 




53 


70 ' 




102 


152 




17 ■ 


19 





Tot a] Percent of Total 

89% 



In the .rural »_olrf:lj-lng. areas there' were* no specialists in 
practice, only GP's'. ^ 



On fhe 'basis of : an e>:araination of Table 2 above, it is evident 

' ' 4- . ' r 

that no single specific type of .practice or demographic area vas under- 

represented in our^ final return .rates. Althou^ there was soiue variation" 

between- vthe sub-group percentages, in particular from 6U to 89 percent, 

most of the totals were •within close range of our final overall rate of 

69%* Thus, the data* offered- some empirical assurance |ihdt the sample* 

/.returns were -not b»iased by. these factors^. ^ . *x " . 



/- 



An additional analysis of the sample rettiyns was basec' or. whether 
the individual physician wanted to Joia the pro^^rain, and whether he re- 
s^nded to the survey. The, analysis was undertaxen to determine what tias, 
if any, might "have-resrult^d from one or another grcap reacting nefratively 
t^the prof^ram and to the survey, positively to the propram and* to the 
survey, or any other combination of these f actors Table 3 belov nesents 
the results of the analysis, ' • ^• 

^ Table A3 ' 
DISTRIBUTION OF RETURNS BY PROGRAI^! REACTION 

' * ^ ' Number / 

'firpe Responded Total ' Percer^t of total 

Wanted to participate . 95 IJ^ j * 



Did not want to V , 23 . 38 ' ' 60% 

participate ' / . ' . 



As is evident in this taTple we were slightly more successftil in 

• ^ * ^ * • . . . ' ; 

eliciting j-esponses fiv)m, those who ^'ere more favorably inclined to the 
progr^. It was felt that. this 11^ di'fferg nee- between the two groups 'did 
not constitute a source of significant sampling bias. 

Due most^likely: to the high educational' ievel'of individuals in. 
the sample, as well as ,the likelihood that they had encountered survey ^ 
instruments on other ^occasions (e,g, , surveys on drug prescriDtions from 
major pharmaceutical companies), the percentage of usuable ^questionnaires 
returned was high* . The following factors were used as "criteria of 
usability^*: 

. that the questionnaires be returned intact with no pa^es 
it • . 

missing and no defacement or mutilation of any of its 

parts, • - * • 



r 



2) that the handwriting be legible to members of the staff where 
the question was either semi-strucrured or open-ended (e./?., 

^ sociometric questions), and ^ 

3) that the individual respond to all sections of all relevant 
questions (i.e., no element of an index ceuid be missing?.) 
With these factors as guidelines, 113 out of 118 returned 
questionnaires (95^) were deemed as usable and: thus only 5 

^ had to be rejected:-^ 

2- Measurement pf Pre-Program-^'Basic Medical Science .Knowle dge 

2 . 1 Ques tionnaire Construction 

At the same time that the biographical and predisposit ional 
questionnaires were being developed, a means of measuring the pre^program 
basic science knowledge of participating physicians and a control ^roup 
was sought in order to determine baselines against which to assess the'' " 
impact of the program on the continuing education of physicians. After 
inspecting various instruments that h^ve^been utilized and validated in 
other settings, a test yas developed vith the help of the Dean of the new 
School. - The test wks a considerably shortened version of that used bv the 
American College^of Plqrsicians. Items used were ones which were valid and 
highly .reliable over time according to available statistics. The instru- 
ment developed, therefore, was reasonably short and had a high degree of 
face validity. Thus,-^ we felt it would adequately provide the baseline 
data we needed to establish if there were any effect of the program on its 
participants at the end of the first year. - 

2.2 Pretests/Refinements 

.All individuals who pretested the biographical and predispcsi- 
tional questionnaires vere also asked to^inspect this test and offer us 
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any suggestions or criticism they might have regarding its eventual 
implementation. Although they mentioned it might be too long (it covered 
all nine basic medical science areas), no st)e??ific comments were elicited 
that would have required our dropping the use ol the test at that tine 
or making major changes in its text. 
^ • 3 Sample and Administration 

Two groups of the local practicing ?^'s were chosen to take the 
test. The first 'group was coaroosed of all twenty-two practicing physicians 
in the local area who were designated to work in the program as physician 
Advisors and Evaluators during the first year, i.e., the treatment group . 
The other group, the control group , was composed of twenty-two practicing 
physicians in the local a.-ea, matched by area of specialisation to members « 
o^' the treatment group who were not working in the SBMS-U program the 
f\rst year. 

To administer the. test, ^-member of the research staff visited 
each of ti^e physicians and ^explained to him the anonymity of his scores 
and response^. Next, in View of the time required to complete the test, ^ 
the physicians were told that they might take the tests at their own pace 
and return them by mail ^to-the project office upon completion. 
2.k Sample Returns . ^ "^'^ 

As was noted earlier in the report, the results of this attempt 
to establish knowledfi:e baselines were disappointing.. Eased on feedback 
received from many physicians, the test was too long and difficult for the 
vast majority of the- clinicians contacted. This matter and its implications 
for the collection of such cognitive data is discussed at length in a sec- 
tion of this repoi't concerned with the impact of the SBMS-U program on 
physician continuing education. 
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3. Contextual Analysis of Participants 
3.1 Interview Schedule 

The survey instruments described above provided certain kinds of 
important baseline information on area physicians. However, the process 
research design described earlier required that certain kinds of data be 
collected over time from program participants. In order to monitor various 
aspects of the development of the program, it was decided that ^1 parti- 
cipants should be fnterviewed. Accordingly, an interview schedule {see 
'^Appendix O) consisting of Ipoth closed, and- open-ended questions was 
developed for the participating physicians. Various questions that were 
designed to probe for elements of both satisfaction and dissatisfaction ■ 
with the program and relationships with other participants were included 
in an attempt to document any unintended consequences of formal structure, 
that is, effects of the program that were not anticipated by the program's 
administration. 
3.2 Sample and Returns 

The sample for these interviews consisted of all MDA*s and MDE*s 
in the program. In February of 1972 each was contacted and asked if he 
might meet with one of the interviewers for approximately one hour to 
discuss his ^impressions of the program. After four weeks 15 interviews 
were completed. While it would have been desirable to interview all 20 
physician participants, the information gathered from those interviewed 
provided invaluable insights into various aspects of the program's develop- 
ment. 

^. Administrative 'Survey of Participants 

In addition to the various kinds of data collected by the staff 
of the Health Services Research Program, data were made available for 



analysis and inclusion in this report by the staff of the medical school 
itself, wnile the research activities of the school were, of -necessity , 
somewhat limited in scope, a survey of f&rticipatlng physicians was mad'e. 
Although our staff was not involved in the development -or administration 
of the instrument, the kinds of information it provided proved useful. 
^.1 Saasple and Administration 

The survey was mailed to all phy$ician Advisors and Evaluators 
(n=20) in February of 1972 and again in June of 1972. Aftel- follow-ups, 
the return rate for both administrations was 100^, a fact which indicates 
a greater propei.sity on the^part of the participating^physicians to 
cooperate ^with an* administrative as opposed to a purely research survey, 
v.. Student Participants 

!• Measurement of P re-Pro gram/Social Characteristics 
1.1 Questionnaire Construction 

In addition to examining physician input into the SBMS-U program 
the input of the students was analyzed. Two sets of questionnaires were 
developed for "this purpose: "the first concerned information about the 
socio-economic background 'of the student, the extent to which he or she 
had been socialized into the profession, the extent of his or her knowled/ 
about what to expect in medical school, and goal? for the future; the 
second concerned cognitive and affective orientations toward the conse- 
quences of the program. ' • 

The" first of these quest ionnario^ (See Appendix B5) is similar 
in some vays to. the one used by researchers at^' the Cornell University 
School ^bf Medicine in the middle 1950 (Mertpn, 1957) because of the 
possibility that presented itself to replicate certain aspects of this 
well-known and respected study of the medicii education process. The 
second questionnaire was identical to that* administered to the physicians. 
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1.2 Sample and Returns 

B9th of these questionnaires were mailed to all of the i6 students 
in the first. year's class during the late summer of 1971. The response 
rate was 100%. 

2. Analyzing the Interaction of Medical Stud^ndbs and the Program 

2.1 Interview Schedyles 2^ ^- - . . ^ 

In order to monitor the effects of interaction of these students 
over time with other program actors as well as the SBSM-U program itself, 
an interview strjategy similar to that used with t.he physicians was adopted. 
Since our interests were generally focused on the adaptation and progress 
of these students, the questions covered a wide range. Some questions 
were directed toward how he spent Kis^ime, others to' perceived sources 
of satisfaction and dissatisfaction with the program, etc. Feedback from 
the first wave of interviews, was incorporated into^^the second wave. The 
two schedules that were used can be found in Appendices^^ andC J^. 
2*2 Sample and Administration 

Each student in .the class was interviewed three times during the 
school year (Sept., Dec, and May, 19T1-19T2) by a member of the research 
staff. To enhance continuity, each interviewer was- assigned four, students 
and interviewed the same four students on each occasion. The original 
gchedule was used during the first-wave in September, while tho^ revised 
schedule was xzsed- in the remaining two waves. 

The interview data were collected from every member of this sample 
at every point in time. The data that were generated offer some interesting 
insights into varioa^ questions, especially student assimilation into the 

profession and determinants^ of performance. Where relevant, this material 

^ / 

is presented and explicated in this report. 
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3. Measiires of Expectations of Roles of Selves and 'Physician A dvisors 

(MDA's) ; ' '■ : 

3.1 Questionnaire Construction 

' Prior to the start of the program, each member of the research 

staff was asked to develop a list of role behaviors that k new medical 
'Student in the program might be expected to engage in and a similar list 
that a student, might expect»Tiis physician advisor to engage in. This 
procedure was followed due to the fact t^hat there were no medical students 
on campus to generate the items. . The large nmber of student role 
behavior ii:ems generated was reduced to seventeen during the course of. 
several discussions among the staff; similarly, the number of MDA role 
behavior Items was reduced to eighteen. The instruments developed through 
this process can be found' in Appendix 
3*2 Sample and Returns m 

The two instruments were administered tp the students 
during their first week on campus in September, 1971, ' " a meeting with 
the research staff. All sixteen of the students completed both question- , 
naires. 

Administrative Survey 

In addition to the various kind of data collected by the staff of 

# 

the Health Services Research Program, data were made available for analysis 
and inclusion in this by the' staff of the medical school itself. For 
administrative purposes, a questionnaire was developed by the school to 
obtain feedback from the students regarding certain aspects of the program* 
The questionnaire was mailed to the students at the end of the school year 
^d was returned by all but one student (see Appendix ^7). 
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B. Campus Faculty 

Because the campus faculty constituted an important set of actors 
in the program, their percef)tions of the developmeiA of the program were 
an integral part of the research design. An interview schediile was.- 
developed and each member was interviewed individually in Mdy of 1972, 
rtear the end of the school year. The interview schediile used can be 

fo.und in Appendix C^. 

\ 

' E. \ Program Administrators 

I The Assistant Dean of the School was interviewed every other - 

week by a member of 'the research staff. The purpose of these unstruc- 
tured interviews was to keep the staff abreast of developments in .the 
program and to alert -them to any possible incidents wli^ch might warrant 
a research intervention. In addition, at these bi-weekly sessions the 
School was kept apprised of the activities of the researchers. 
F. Methodological Limitations ^ . ^ . 

There are two factors which must be considered in evaluating the 
implications of the finding generated by the design and procedures ' 
described in the preceding sections of this appendix. First, the design 
for, the. study ife based upon an assimiption" that it is primarily through 
monitoring processes over time that the most corqjlex and important questions 
of a theoretical and more policy-oriented nature can be answered.' The 
results discussed in this ireport are based on the first year of operations* 
of the new school. While it is true that many of the results €ire based on 
data gathered during the poiirse of that jrear and have therefore been col- 
lected over time, it is questionable to what extent they might t)e replicated 
in succeeding years. In many ways the data analyzed in tMs report are of 
higher quality than much of the data i^hat are available elsewhere. .The 
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project itself was csvrefully designed and the research carefully executed. 
One musl^ be cautious, however, in interpreting the meaning of the findings. 
It conceivable, foi* example, that the remarkably strong performance of 
the students vas,at least in part a function of the fact that^ everyone was 
concerned that they all perform well and everyone expended more time and 
energy than they might have under more ordinary circuiftstances to facilitate 
stlident performance. 

In no way is it -being suggested that one yesir period for which • ' 
this report* was writt-en is invalid as an indicator of what might be 
reasonably expected in the future. What i£ being suggested is that a. 
similar monitoring process caurried out over a% longer period of time, 
^ including time during which roles have become more clearly defined, norm^ 
have (Jevelope^d moreofully, and program structure has become more stable, 
would yield information yhJch, in conjunction with that from the first 
year, might provide a more sblid basis for conclusions. 

The second fal'ctor which must be considered is the size of the 
first year's class and of the physician Advisor and Evaluator group. The . 
class had l6 members, and there were a total* of 20 MDA's and MDE's. The 
small sdze of the sajnples not only limjts the kind^ of statistical manipu- 
nations that can be performed with the data but also restricts the generali- 
za'bility 'of the findings ^somewhat. Given that the program is designed to 
expand to at least four times its original si.ze, increasing both the number 
of students and the number of practicing physicians involved>by that factor, 
one might expect" that the dynamics wi-thin'the program may well change. 

Taken together, these two factors merely suggest that the reader 
be aware of how- tliey might vary were the study to' cover, say the first two 
or three years of the program's operation as opposed to thie first year only.. 
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APPENDIX B 



' QUESTIONNAIRES ■ 



ERIC 



B.l. PHYSICIAN BACKGROUND/ BIOGRAPHICAL QUESTIOmiRE 
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This questionnaire primarily concerns practicing physicians in Champaign 
County and Danville owho wejre asked to participate in the new School of Basic 
Medical Sciences program at the University of Illinois. Please do not sign . 
your naruc on the questionnaire. All of the information in this questionnaire 
will be held in strictest confidence. • Respondicss irtll be aggregated -when " " 
pubUshed so that no individuals will he identifiable. Please attempt to' 
answer all quesfc^ons, but if yoii do not know the information requested, 
simply leave the answer-area" blanh. Should you have any additional 'conuaents, 
please place then on the back of any of pages in this questionnaire. 



V 



J 



(1) A. IJhlch of the folloulng bes.t describes your present Involvement In medicine,? 

a. spectallst _____ c. resiyfent "~ 

b. Intern £ d. fcnily ogr general practlcloner 

B. If you arie a specialist, what Is your ficlxJ? ' 



(2) A. Are you arflitated with any hospital or clinic ? YES no 
B. IF YES: how clany: 

• \ ^ a. hjspLtdl(fi) 

b. clinic (s) • ' ■ . 

>C?) How long' have you been practicing In Champaign county?, - 



(4) Of the medical Journals you receive regularly (I.e., at least quarterly) In ' 
what per cent do you read at least one article? * * 



a. 0-25Z 



b. 2S-50X _ 

c. ^1-75X^ 

d. ^e-ioox 



(5) Please indicate your original source of lnforu>atlon regarding the new medical 
program. 



ihen did you Inlltlally become' aware of the progroa (planning or Idea stage)? 
Fleasc offer a cl^se approxinatlon by (oonth/year) or this awareness. 



r 



(6) A. Are you a niember of any professional soci^iles other than the Champaign 
•County Medical Society? ., YES KO ^ 



B. IP YES: ypiease list, 
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(7) A. If you have decided not to participate in the .program, what factors led to 
tnat de^lnon? 



B. Plj^^^ r« these factors In. order from, one (most Important factpr) to four 

^ • - ■ ♦ •• 

(8) A. Have you attended conventions or. meetingi of professional societies 

during the last twelve months? VES i »{o 

B, • IF YES: . Plcase^ndlcate the type and number. 

nuaber attended 

local (eg., courtty) 

state ■ ' ' . 

* regional 

national ■■ ' . 

ini:crnat;ional _ / 

■" ' " ' ' ■ • 

(9) A. Aside frcn official otfof-town tneetings, do you ever drop .In *at leading 

^ull tl^ centers, or call on Torrier clascaate* associated with 
thsa, /When you are In other cltjtes? YES no 

B. IF YES: How frequently, over the laat year? v • • 

C' In what rcsion(s) of the country? Northeast - 

. Southeast 

' MldtKSSt 

SoMta\;ast " 

' * Far West 



(iO) A. Is there ^ny particular city, school, hcsnltal, otv other center that you. 

Ipo.c to as a pource of medical hncwled-e ^or yourself? YES NO 

'• 'B. IF Y:-S: Please /ncrae. ' 



/ 



(11) A. 



riea:<» intiicrto below hfiU important the foUoxri.ts sources cf infomatlT)n 
vere ;.' ,>•;•« i > r^sarc' to your decision to parcic5.patc' or not la the nov 
iaedlc?l-?i7c;rra. (Circle number which best indicates your feelings.) 



S otirc ?_j/_lr.f fir ntioi t ; 

prof?:- journralp 
laasf ■ 

... I 

coii--a:: !£s . -•. ^ 

incv'i. ^i. ••r:nii\i rtrators 
gove'rnji?r.t officials: ^ • 
non-phyaiclart medical personnel 

non-physlclari friends 

• - . f . ' 

relatives - ^ 



of no ' o*f greet ■ 

iuportance ' -< importance 

1 2 3 U\ 5 

2 3 , 4 5. 

2 3 4 5 • 

2 3 4 5 

2 3 4, 5 

2 3 4 5 

2/3 4 5 

2 3 4 5 



B. Please Indicate iny otKbr gourdes of infonaation not listed above. 



(12) A. 
B. 

(13) A. 
B. 
C. 

(15) 



.What medical school did you attend? 
In what year did- you graduate? . 



Did you serve aS; an Intern In a hospital? 

IF YES: 'Whlch ona? 1 . 

What -cit^f [ , 



How largQ was the town In which you grew up? (through age 12) 

5,000 or' less ' d, over 100,000 

ly. 5,000-25.000 . 



c. 25,000- 100,000 



f. mora than 3 chanscs ojf residence 
' dur ". -.3 ihilwb.^d 



(10 



\lhat was your father's occupation? 
Arc you married? - - 



( 



VRiat is ycut. ajo? 
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Bclcv, pV.— . -r-ie three physicians that you "turn to nost often for: 
a. advic_ ■ .inJV-nation ab^ut rcodical affairs and/or problems. 

1. . 

2. = . 

3. • 



^* ^M-':Ld2Ii cc'Jical affairs .and /or problems. 



r 

U ^ . 

c 

• • 

' '---*— • 

3. 



^* fyj-- ' 'rMp. 

1. 

2, 

3. 



What, if any, are the chief advantages of Champaign County as a place t( 
practice rasdicine? 



PJhcn you arc with other doctors socially (eg., events which are' informal 
Ga*:herings) , do you like to talk about tnerical matters? 



a. yes 

don't care? 
c. no 



How much professional contact do you -enc rally have with: 

/a. other p^'O'Sicians in che hospital vc^*: 
outside .or work? 

b. othar physicians in your 
comuni'ty? 

c. other physicians in your 
r i^ion aZ the ccMiLry? 

d. other p}*ysLcian3 uhrough- 
out Che count cy? 



vc ^-y 
lictlc 


T 


2 


3 


4 


5 


a great 
deal 


very 
little: 


1 


2 


3 


4 


5 


a great 
deal 


very 
little 


1 


2 


3 


4 


5 


a great 
deal 


very 
litilo 


1 


2 


3 


4 


5 


a great 
deal 



I 
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(23) 



I 



(24) 



(25) 



(26) 
(27) 



(28) 



With whon. -::clu(3in3 your ^anlly, do you actually spend We of your free 
time ticctors or non-doctors? 

doctors 

b. 50/50 ^ 

c. non— Joe tors 

■ • 

Do you belins tcK any club or hobby group cc:..po5ed raostly of doctors? 
YES r'o 

Who are your three best friends? Miat Is the occupation of each? 

' occupation 
a. ^ 

^- ^- ^ b. 



During the past si:: nonths have you told anyone about sctne new technique 
or developments in madicino? YES Ko 

Please rank (by circling) how innovative you feel you are compared co: 
A. colleagues in your special 



area 



B; others in the field of 
uedicine generally 



much less 1 2 3 4 5 ouch more 
ouch lees 1 2 3 4 5 much more 



What personal factors do you feel lead to: 

of little 



A* your seeUin'>-cut of new 
practices or techniques 



B. your attcr.ptlng to ugj now 
practices or tochnitiucs? 



importable 2 
1 2 
1 2 
1 2 
1 2 

of lii:tle 
inporL' auci 

1 2 

1 2 

1 2 

1 2 



%.of great 
i mpo rtance 

5 

5, 
5 
5 

of great 
irapj^rtance 

5! 

5 

5 

5 



i 
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(29) A. Iflidt factors, if any, prevent physicians froa seoklny;-out new practices 
or techniques? 

of little of gfeat 

import aiic e import anc e 

: ^ ] I 2 3 4 s 



B. 



C. 



B. What fa-:ors, if any, prevent physicians irrom using new practices or 
techniqc:,3? 



A. 



B. 



C. 



of little ^ of great 

Import aiicc ^ importance 

1 2 3 4 s 



(30) Please indicate, your opinion regarding the following statements by 
appropriate numbers, 

A. Too much attention is upon 



trying new techniques before 
adequate understanding of 
the prospects of present 
techniques. 

B. New techniques ,inc] practices 
are highly dosirr^blj ia the 
delivery o£ quality i-i:ic'i2al 
care. 

C. Now techniques and practices 
are highly jm ortcint in the 
delivery ol quality medical 
care. 



strongly 
disagree 



strongly 
disagree 



strongly 

disar^irec 



circling the 



strongly 
agree 

5 

strongly 
agree 



strongly 
agree 

5 



In raecHcinc there are few 
payoffs fov* devoting 
attention to s ^oUin^-out 
new tethniqucc vna'^ideac. 

In medlcirie thc "e are few 
payoffs for devcting 
attention to usinr^ new 
techniques and ideas. 



strongly 
disasree 



sttop.gly 
disajree 



strongly 
agree 

5 

strongly 
agree 

5 



Do you have the feeling that you are generally regarded by your 
colleagues as a good source of advice about new developments in 
mediciiie? 



A. 

B. I am unsure 



not very 
30od 



quite 
good 




/ 

/ 
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B.2 PHYSICIAN ASSESSMENT OF CONSEQUENCES QUESTIONNNAIRE 

On the following paget you vlll find a aeriea of statements concerning 
the new medical education program starting on the Champaign«Urbana campus 
in Sept., 1971. These statements describe potential consequences of $Mch 
a program and were elicited fro© a sample of physieians in Champaign County 
during interviews held approximately one month ago* 

In the first segment of this qlUestionnalre we would like your opinion 
concercilpg the likelihood that each of the consequences will occur as a 
-result of the new program. We realise that before the program starts, it 
is often difficult to make Judgments in many' cases. Howevrt, we would like 
you to give us your best estimate based upon what you now know about the 
program and your past experience in medicine. 

After reading each statement » please put an X in the space which best 
indicates your estimate of the likelihood that the consequence listed will, 
in facty occur as a result of the new program. 

The following provides an example of the type of scale on which we 
would like you to record your estimates. 



decreasing . increasing 
likelihood likelihood 

very — p ^^^^ 
unlikely : : : : X ; : : : likely 

You should mark the middle space on the scale if you feel that the 
consequence is neither likely nor unlikely; I.e., 'Vnaybe yes, maybe no." 
As the example scale Indicates^ as you move in either direction from the 
center of the scale^ the strength of likelihood (or •\inlikelihood'') increases. 

There are, of course, no right or wrong answers. 

Th^ you for your cooperation. 



0 



I 
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As a result of the new program, what is the likelihood that: 

very ^ : ^ very , 

unlikely : : : : • : : . likely 

\. Students will be better motivated 
because they can see the Importance 
of "classroom" knowledge In their ' 

practical experiences. ; ; • . . . . . 

2. Highly qualified medical students 

win be attracted. . 

3. The many demands on their time will 
prevent students from absorbing 
sufficient knowledge to pass first 

yew comprehensive exams* : > ■ . . \ ' . ' . 

4. Friction may develop between para* 
medical personnel and the students. : : : : • 

5. Evaluative Information on performance 
(feedback) will be provided to both 
students and physicians by others 

in the program. • : * • • - . 

6* Physicians will be motivated to 

maintain continuing education. : ; ; . . . 

7. Better medical facilities will be 
developed. 

8. The calibre of medicine will be 
improved because teaching will also 

add to the physician's knowledge. ; t : . • . 

9. Champaign County physicians will 
become more 'Visible" to physicians 

elsewhere. 

10. More physicians will be attracted 
to the area who otherwise would not 

have come. !••... 

11. A closer st jdent-physician relation- 
ship will he created than exists in 

- traditional programs. : • .... 



very 

unlikely 



12. The quality of students* education 
may- be poorer than In traditional 
programs. 

o 

13. Some students', practical experience 
will not be as fruitful as possible 
because some physicians don't have 
sufficient teaching abilities. 

14. More highly qualified physicians 
(higher scores on state board exams) 
will be produced. 

15. Students will raise questions and 
provide feedback to physlclaas 
i^lch might alter and Improve 
medical practices. 

16. Students will achieve more 
Involvement 9 understanding, and 
respect for the patient. 

17. Students will gain more practical 
knowledge sooner by being able 

to examine patients earlier In 
their education. 

.18. Physicians may eventually become 
bored dqlng the same things ovet: 
again, such as t;eachlng new 
medical students. 

19. Participating physicians produced 
by the program will leave the 
state to practice elsei^ere. 

20. The program will motivate physicians 
to continually review basic 
sciences. 

21. There will be coordination problems 
. In ''Uning up" a sufficient range 

of patients' Illnesses fot\ the 
• student to study. 

^ 22. Teaching abilities of physicians 
will be improved. 
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very 
unlikely 
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very 



( . 



\ 



23. Physic Un8 will be mora aware of * . 
•Wiy" they are doing things rather 

than Just doing them out of habit, 
(bacaua^ they will be providing 

an example f^r the studenti). : ; ; ; : • 

24. Physicians will become swate of 

recent medical lii:erature. \ \ ; ; ; ; 

25. The existing health icare services 

will be jbroadened even further. ; \ \ ; ; ; ; 

26. Snail town practices will be 

encouraged . ; ; - ; ; ; ; 

27. Strong competition might develop 
between practicing physicians and 
academic physicians for "control" 

of the students* program. ^ ; ; : ; ; ; 

28. Patients might feel like guinea 
plgs» or a certain brlttleness might 
develop In some practices (I.e. » In ^ ^ 
gynecology a patient might resent a 

young male as an observer). : : \ ; ; ; 

29. Others. (I.e. » nurses^ technicians) 
may be Induced Co Introduce and 
participate In new methods of 
medical education In their own 

fields. t ; : : \ ; 

30. ^ Program-related activities may take 

up too much of the physician's time, t ; t : ; ; 

31. Patients will gain Insight Into the 

complexities of medical education. ; ; ; ; ; ; 

32. A financial drain on the state will 

be ^produced. : : : . j j 
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Now that you h«ve given ut ettinates of the likelihood that theae 
conaequencea will occur, we would like a allghtly different aort of 
Inforaaeion. Scoe of the conaequencea ve have Hated are dealrable 
while othera are probably uodealrable. Moreover; different pi^ople wlil 
perceive theae conaequencea differently; I.e.. acme phyalclana may view 
a particular conaequence aa only moderately dealrable while othera may 
view that same conaequence aa highly dealrable. Becauae of thla. we 
would like you to Indicate the dealrablllty (for yeu peraonally) of each 
of the following outcc^a. Rather tha'u worry about the likelihood of 
the outcoa»e. pleaae indicate how dealrable the outeaM would be If it w«ira 
to occur. 

The following ia an example acale: 



decreaalng Increaalng 
^ dealrabilitY dealrabilltv v 
^, . very 

undealrable : : ; .j^. . . . d^,i,.ble 



Again, an X In the' middle apace of (;he acale would Indicate a neutral 
evaluatloh; i.e.. an outcome that la neither dealrable nor* undealrable. 
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Ai « result of the new prograa, how desirable, (for you personally) Is It tl»et: 

^«'y * > very 

undesirable : ^: : :^ . . a^.irebh 

**>M***S*«*M»» » M»***»*MM**»*»S»|>MS*aS»»*SMSMS»MS» * <iM*M»MMMS>e s i < S>M S It » aM 

* * • * 

1. Students will be better ootlveted 

' beceuee they can set the ioporteoce 
of '^leisrooo'' knowledge in their 
^ practical experiences. : ; : ; ; : ; ; 

2. Highly qualified medical ftudents 

will be attracted. • - i ^ 

3. The many demands on their time / 

will prevent students from absorbing . - . 

sufficient knowledge to pass first ^ 

year comprehensive exams. : : ; :> t ; ; ^ 

♦ . * . ""^^ 
4e Friction may develop between para- 
medical personnel and the students. : : 



• / e • • e 



5. Evaluative information on performance 
will be provided to both students 
and physicians by others in the 

program. t : : ! ; ; ; 

6. Physicians will be motivated to 

maintain continuing education. ; : ; ; ; ; ; 

7. Better medical facllLties will 1^ . 

developed. ' t : : : : ^! !^ 

8. The calibre of medicine will be 
improved because teaching will 
also add to the physician's 

knowledge. : : t : : : • 

» 

9. Champaign County physicians will 
become more 'Visible** to phs^icians 

elsewhere. t : ; ; t ; i 

10«^More physicians will be attracted 
to the area who otherwise would 

not have come. ; : : : ; ; ; 

11. A closer student-physician- relation* 
ship will be created than exists 

in traditional programSe ^ : : : : : : t 
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very ^ = ^ very 

undesirable : : : ; : : . . deelr«bl 



12. The quality of students^ education 
nay be poorer than In traditional 
pr|Ogram$. 

13. Sdme students* practical experience 
Mill not be aa fruitful as possible 
because some physicians don*t have^ 

• sufficient teaching abilities. 

14« More highly qualified physicians 
(higher scores on state board ' 
exatns) will be produced. 

15«. Students will raise questions 
'\ -aiid.jprovide feedback to physicians 
which tQigh% alter and liaprove 
medical practices. • 

16.. Students will achieve more 

involvement^ understanding^ and 
respect for the patient. : 

17. Students will gain more practical 
knowledge sooner by being able 
-to examine patients earlier in 
their education. • 

18. Physicians may eventually become 
bored doing the same things over 
again^ such as teaching new 
medical students. « ; 

19. Participating physicians produced 
by the program will leave the 
state to practice elsewhere. 

20. The program will motivate physicians 
to continually review basic sciences: 

21« There will be coordination problems 
^in •lining up" a sufficient range 
of patients^ illnesses for the 
student to study. • 

22« Tesctiing abilities of physicians 

will be improved. • 



1 
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* , very X ; 7^ very 

undesirable : : -j.^ t ; ; : desirab: 

23e Physicians will be more avere of ' 
•Vihy" they are doing things rather, 
than just doing them out of habit 

(becsMse they will be providing an ^ ^ 

example for the studients). : : ; ; : : : : 

24 • Physicians will becocie aware of 

recent medical literature. . ; ; ; ; ; ; ; ; 

25. The existing health care services 

will be broadened even further. ; ; ; ; ; ; ; * 

26. Sbiall town practices will, be 

encouraged. ; ; . ; ; • • ' • 

27. Strong competition might develop 
between practicing physicians and* 
academic physicians for ''control" 

- of the students' program. ^ : ; ; ; ; ; ; ; 

;28. patients might ffal like guinea^ 

pigi, or a certain brittleness S 
might develop in acme practices 
(i.e.; In gynecology a'patient 
migh^* reaent a young male . as an 

observer) « - ^ : ^; : : : : : 4 

29. Others (i.e., nurses, technicians) 
may be Induced to Introduce and 
participate in hew methods of 
medical education in their own 

fields. :^ : : ; : : : 

30. Program^related activities may 
take up too much of. the physician's 

- time. : : : : : . : . 

31. Patients will gain insight into 
the complextj:ies of medicAl 

education. t : : : ; : : . : 

32. A financial drain on the state 

will be produced. ; ; ; : : : ^: 



B.3 MBICAL l^OWLEBGE .SELF-ASSESSMeW tf<t 



A. you wre probably «are.' the A»erlcan jjollige of Phy.icU.;. ha.» l„ 
cooperation wlth/th^ National Board of Medical Examiners, developed . ' 
»tedlcal Knowledge Self-Aaseaaacnt^Program. " With- their permlsalon wa 
have selected a representative s«n^le of the Question, cov.rlng nln^- area, 
of «edlclrte .rtd would greatly .ppreciate your responses, to, thes.^ it^ 
on the follijwlng pages. ♦ ' « 

We wish to stress as strongly a. possible 'that y;u will; i„ „o way, 
be evaluated as an individual physician in any of the areas.. The iten.s wa 
have selected, in fact, to a l.rge degre'e were vefj^ difficult to answer 
.ccord*c.g t. national nonns. Since we hove selected the questlons on 
this basis, it is virtfally i„^ossible to say that any individual' physician 
1. below the average since even highly knowledgeable physician, would 
over all, .core 'quite "low'' on these -Iteas. ' . ' - 

Our purpose for giving this q«e«tionnalre'^ls ' to defcennine if, .nd how 
-uch. the new medical education program in which you. will participate 
enhances knowledge l.v these areas' above the national nonns. ' 

Finally/ vevwlsh to stress that the Infonnatlpn wh^ch you provide V. 
on this and other" forms are held in the strictest conf tder^e. by our reLch 
group. The Infonaation from individual respondents is not reported in 
.ny-fonn to outiide groups. Only ^rouH data is so released. We will, of 
courae be .happy to dlsct..s.wlth you on a private basis, any questions you 
inlght have regarding your personal responses. ^ ■ 

I Wish to thank you in advance for your cooperation. We realize that 
his takes tln« to complete but we feel that , the potential returns to 
individual physicians. „«dlc.l education, .nd the cop.,unlty in general, 
-re „^th th^ effort. " yoU. have any. questions or coni^nts concerning ' 
this oaterial. please feel free to call me at any time. 
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::ENDOCRIMM/)flY AMD M^Amjtf jc DISEASB CPm^t I) 
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^Section A 



SirJiiJiitefi^riV"'''}^: ^'^»*=<»Pl'^«^-« ".temenh, below u' followed by 
live tuggetted enmers tfr coopUtlon.. Circle the one thet U BEST In each c««e. 



^ I. 



2. 



tiil^??.""" "^'5. Pot«wl«» depletion WW found to have , Increeied ' 

;i V"°"-«l '>^°o<> Pr"««re. The most llU^y^igno.!. 

«r adrenal^ hyperplfsla " ^ ' 

o» adrenal tumor ^ - 

Ce Juxtaglomerular hyperplaila (Baxter ayndrqme) 

d* Cughlog'a eyndrome ' 

e. renal tubular acldoala ^ 

a. Increased plasma ACXH 
J, b. hypotension V 
^ c. Inftalred taste perception or saline ' 

d. decrease in axllUry and body hair ' 

e. Increased areolar plgnentatlon 

SJ«caLlI^af°"*^^"* ««y . reveal latent hyperp.r,tKyrpidl«n br producing 

a, Di|(OXln ^(Lanoxin) 

be Intulln 

Ce Spironolactone^ ^ 

d. Iblasldea 

ee Oral phoaphate tlierapy.^ ^' 



I 
I 



• LNDOCRINOtOGY AND MLTABOLIC DISEASE (Part II) Section A 

Directions: For each of the questions or incomplete statements below, ONE or MORE 
of the answers or completions given is/are correct. Circle one or all of the 
answers which you feel is /are correct. 

<. • 

1. A 48-year-old woman whose only complaints are weight loss, nervcusne and a 
small goiter, ts admitted to the hospital for biopsy of a mass in the breast. 
Four hours after surgery, she is found to be irrational and markedly agitated. 
Vital signs include a pulse rate of 155/min, blood pressure of 80/60 tan Hg 
and tempera^Mre of 41.1 C (106.0 F). 

7 

Therapy at this tljne sl^ould include intravenously administered 
propranolol hydrochloride ''nderal) 

b. hydrocortisone phosphate 

c. iodides 

d. levarterenol bitartrate (Levophed) 

2* Calcitonin 

a. . causes hypocalcemia 

'b. causes hypophosphatemia 

c. is secreted by parafollicular cells of the thyroid 

d. -inhibits bone resorption 



ERJC 
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REmL DISEASE (Part I) 



Section A 



1. Metabolic alkalosis and hypokalemU occur after Ingestion of 

a. large quantlt.es of cough syrup contali^lng glycyrrhlza fluid extract 

b. paraldehyde 

c. ethylene glycol 

d. large quantities of bromides 

e. large quantities of aluminum hydroxide ' 

dUclo^d „o .b„om.Utle. except for fl„dl„g" Indlc.UvriJ Z^nJ^ ° 
Laboratory studies ; ' 

Hemoglobin 14.2 g^/100 ^1 

^^0"-^^^ , 48 per cent 

oerum electrolytes: 

Sodium 138 mEq/1 

Potassium 5,8 mEq/1 

Chloride 95 niEq/1 

Bicarbonate 35 nEq/l 

PCO arterial 68 mm Hg 

Blood pH 7,32 
Urine: 

Sodium 2 mEq/24 hr 

Potassium 55 ^^/2i, hr 

Chloride 1 hr 

Electrolyte findings that might be anticipated include: 

a. Seron bicarbonate concentration and pH will return to uormal in I to 2 day, 

ttZT:.lZr.lT.\tl\'^r' '° concentrations of 

e. None of the above 
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_RRMAI, niSEAS E (Part II) 

~ . s Section A 

of^t^p^r^' ^""^ •'^^ questions or incomplete statements beloW, ONE or MOR E 

of the answers or completions given is/are correct. Circle all or one of the 
answers which you feel is/are correct., one or cnc 

1. A boy was shorter in stature than his classmates but was otherwise well until 
his seventeenth year. He then developed bone pain and was found to have a 
fx^^n!^ *^""f ^ '^^"Sity on roentgenographic examination. Physical 

examination showed no evidence of band keratopathy or other abnormalities. 
noSi!i '^°?"'^f "°Sram of the abdomen showed the kidneys to be smaller than 
■normal. Blood pressure was 110/60 mm Hg. 

Laboratory studies ; 

Hematocrit 30 per cent 
Hemoglobin 10.5 mg/IOO ml 

Blood urea nitrogen 12O mg/IOO ml 

Serum creatinine 10.8 mg/IOO ml 

Serum calcium 9.5 mg/IOO ml 

Serum inorganic phosphorus 8.2 mg/IOO ml 
Serum electrolytes: 

Sodium 120 mEq/I 

Potasoium 4.8 mEq/I 

Chloride 82, mEq/I 

Total CO2. content ' 10 mEq/I 

Blood pH 7.19 
Urine: 

Sodium 85 mEq/I 

^ Volume 1200 mI/24 hr 

Which of the following. statements is/are correct? 

a. The normal serum calcium in the face of advanced renal failure is suggestive 
of secondary hyperparathyroidism 

b. A bone biopsy would probably show a combination of osteomalacia and 
osteitis fibrosa 

c. Marked acidosis and renal sodium wasting support a diagnosis of medullary 
cystic disease ' 

d. ' Parathyroidectomy is warrented to slow further progression of renal disease 

2. An impaired ability to excrete an orally administered water load is associated with 

a. adrenal 1 .iciency 

b. portal cirrhosis with ascites 

c. anterior pituitary Insufficiency 

d. Gushing 's syndrome 

3. Which of the following complications is/are coimnon to thiazides, furosemide 
(Usix) and ethacrynic acid (Edecrin), when used as diuretics? 

a. Potassium depletion 

b. Hyperuricemia 
c« Alkalosis 

d. hyponatremia 
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NEUROLOGY (Part I) 



Section A 



Directions: Each of the questions or Incomplete statements below is followed by 
five suggested ai^swers or completions. Circle the/ooe-that Is BEST in each case. 



1. A 25-year-old| woman Is found to have asymmetric pupils, the left one being 

• -k"^*: t reactive to light ^d accommodation. She also has 

absent knee aid ankle reflexes. / 

Which of the Ifollowing diagnoses would /fexplain thes# findings? • 
a. Argyll Rosertscn pupil y 
h. Horner's syndrome y 

c. Oculomotor (HI) nerve paralysis In a diabetic person 

d. Adle's syndrome 

e. Tentorial herniation 

2. A helpful/lndlng In* distinguishing amyotrophic lateral sclerosis from 
myelopathy associated with cervical disk disease is 

a. the/presence of fasclculatlons in the forearms and hands bilaterally 

b. l/creased serum enzymes (aldolase and creatine phosphoklnase) 

c. /pseudobulbar palsy 

d. extensor plantar (Bablnskl) responses 

e. the absence of a spinal subarachnoid block on lumbar puncture 

A ^" Srade has lagged behind his classmates in reading 

and writing. Previously an amiable and happy child, during his fourth year 
in school he has become irritable, seclusive and given to day-dreaming. On a 
few occasions recently his mother has found him in the bathroom, masturbating. 
L^t-i^r complication after a normal full-term pregnancy. He walked^ 

and talked at the expected ages. He has had no unusual or serious illnesses. 

***K^'** physical development are normal, and neurologic examination 

hit io? ! """^'"8 ^""^ H« i« right-handed 

r? f ,"'^°"8;y 8°. «8 the average child, and he still tends to confuse the 

right and left sides of his body and his surroundings. He reads a simple passage 
very slowly and with great effort, and he fails to recognize some worSS en^reJy 
f^vLf^hT'^H" J" Identifying single letters of 'the alphabet. Almost 

••S" If""" °f fonn. such as "b" and "d", and \'\ 

lncArr2^ J u / P'^^'^^"^ ^""^ ""^^•^^"8 ^^^P^^ words to dictation are slo^ and 
incorrect, with frequent misspelling, misformatlon and omission of letters, and 
reversals of the proper sequence of letters in words. His speech is nortJial. and 
he can add, subtract, divide and multiply with formal facility for his age. He 
can write numbers, and he identifies numbers correctly, except for a tendency to 
confuse the printed "6" and "9". tenaency to 

Which of the following is the most likely diagnosis? 

a. Mental retardation 

b. Congenital agnosi* and apraxla 

c. Developmental dyslexia 

d. Adjustment reaction of childhood with secondary learning retardation 
^ e. Maturational variation, probably within normal limits 
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NEUROLOGY (Part II) 

Section A 

Directions: Fqr each of the' questions or incomplete statem'bntu below, ONE or MORE 

^M^h /''T^'f ,^^^^°^Pl^"^«*^ given is/are correct. Circle one or all of the angwe ra 
which you feel is/are correct. -wwera 

Jccl!r(^)? ^^"'P^^'' encephalitis of adults, which of the following frequently 

a. Onset over a few days 

b. Seizures within the first few days 

c. Pocal cerebral signs 

d. Fatal termination 

2. Neurologic manifestations of dissecting Aneurysm of the aorta include 

a. ischemic necrosis of peripheral nerves 

b. coma 

c. spinal cord ischemia 

d. cerebral infarction 
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IffiMATQWGY (Part I) ^^^^^^^ ^ 

c'Jjnrth^'^af^hi^'rJrsr''''"^"' flve auggeeted answer.. 



1. A 52-year-old woman complains of progressive weakness and fatigue. Her spleen 

nT.A f*" ""^"^ "•'^S^"' ^^'^ P«llo' of the skin is 

noted. There is mild scleral Icterus. 



Laboratory studies ; 



Il'^.moglobln 
Hematocrit 
Erythrocyte count 
Leukocyte count 



7 gm/100 ml 
20 per cent 
2,110,000/cu 
6700/cu TDtn 

Differential count: 
Neutrophils 
Metamyelocytes 
Myelocytes 
Promyelocytes 
Lymphocytes 
Monocytes 



Peripheral blood smear 



Platelet count 
Serum bilirubin 
Total 

Direct (conjugated) 



60 per cent 
5 per cent 
3 per cent 

1 per cent 
25 per cent 

2 per cent 

Many tear-drop poikilocytes 
Reticulocytes 5 per cent 



Normoblasts 

340,000 /cu mm 

2.2 mg/100 ml 
0.2 mg/100 ml 



6/100 leuko- 
cytes 



Indirect (unconjugated) 2.0 rag/100 ml 
The radst likely diagnosis is 

erythroleukemia with hemolysis' 
agnogenic myeloid m^^taplasia with hemolysis 
metastatic cancer with hemolysis 
chronic granulocytic leukemia 
none of the above 



a. 
b. 

c. 
d. 
e. 
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HEMATOLOGY (Part II) 



Section B 



Directions: For each of the questions or inct)inplete statements below, O NE or MORE 
of the answers or cooorletions given is correct. Circle one or all of the answers 
which you feel is /are correct. 

1.. A 60-year-old wocnan was seen by a physician biecause of fever, 40- lb weight loss, 
pallor, marked muscular weakn^Tss and recurrent infections. 

Laboratory studies : 



Which of the following diagnostic procedures is/are correct? 

a. Roentgenogram of the chest ^ 

b. Measurement of plasma gamma globulin 

c. Edrophonium chloride (Tensilon) test 

d. Intravenous pyelogram ^ 

2. The spleen is the major site of erythrocyte destruction in which of t%e 
following disorders? 

a. Sickle c^'ll disease in adultj^ 

b. Paroxysmal nocturnal hemoglobinuria 
c* Pernicious anemia 

d. Hereditary spherocytosis 

3. A 42-year-old woman has chronic granulocytic leukemia. Which of the following 
Is/are likely to be found in this patient? 

a. Philadelphia (Ph^ chromosome 

b. A low leukocyte alkaline phosphatase activity 
c» Splenomegaly 

d. Coombs-positive hemolytic anemia 

4. Which of the following statements concerning chronic granulocyti leukemia 
is/are true? ,» 

a. Splenomegaly is a consistent finding in patients with leukocyte counts 
greater than 150, 000 /cu mm 

b. A secondary hemolytic anemia usually spherocytic, occurs in about 
25 per cent of patients 

c. Current thetapy yields symptomatic relief, but does not significantly 
prolong life 

d. Chromosome analyses revert to normal in patients in therapeutic remission 




Bone marrow showed almost a total absence of erythrocyte precursors. 
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RHEUMATOlXXnf (Part I) 3^^,^^^ 3 

Directions: Each of the questions or incomplete statements below is followed by 
five suggested answers or completions. Circle the one that is BEST in each case. ' 

1. An 18-month- old girl is seen by a hematologist because of fever spiking to 
40.6 C (105.0 P) each afternoon accompanied by a stiff neck and a salmon pink 
maculopapular rash over her trunk and extremities. Physical ex/omination disclosed 
hepatosplenomegaly and lymphadenopiithy. Uukocyte count was 42,000/culb with 

a shift to the left." Bone marrow examination disclosed no increase in blast 
fonns although the myeloid/erythroid ratio was 6/1. 

The most Jlikely diagnosis is 

a. leukemia \^ 

b. infectious mononucleosis ' ^ ^ 

c. Henoch- Schtfnlein purpura 

d. Juvenile rheumatoid arthritis 

e. acute rheumatic fever 

t 

2. A patient with systemic lupus erythematosus complicated by nephritis and 
hyperuricemia (12 mg/JOO ml) is considered for both allopurinol (ZyUprim) 
andTj6-mcrcaptopurine (Purlnethol) therapy/ 

Which of the following statements best suaraarizes the relationship of these 
two drugs? 

a. The two drugs should never be given concomitantly 

b. The drugs may be given together in the usual dosages, but complete blood 
counts should be obtained at least every two days 

c. The pharmacologic action of allopurinol is inhibited by concomitant 
administration of 6«mercaptopurine 

d. If the two drugs are to be given concomitantly, the dosage of 6-mercap- 
topurine should be reduced to about 20 per cent of the usual dosage 

e. The pharmacologic action of 6-;nercaptopurine is inhibited by concomitant 
admioistration of allopurinal / 

3. A 36-year-old 360-lb man has been in a hospital for three weeks for treatment 
of obesity. After 10 days of total starvation, he awoke with an acutely 
painful right first metatarsophalangeal joint, fluid from which showed typical 
monoaodium urate crystals. 

Which of the following would be an unexpected finding? 

a. Hyperuricemia 

b. An elevated serum beta-hydroxbutyric acid level 

c. Metabolic acidosis 

d. 24-Hour urinary uric acid greater than 600 mg 

e. Joint fluid with a leukocyte count greater than 20,000/cu ran 
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RHEUMATOLOGY (Part I, continued) Section B 

Directions: The Incomplete statement below is followed by five suggested answers. 
Circle the one that Is BEST. 

4. A 12-year-old girl with congenital cyanotic heart disease due to transposition 
of the great vessels was admitted to the hospital because of Joln( pain and 
swelling. She had had painless swelling of both knees for five years. Three 
months before admission, the swelling had become wdrse and similar swelling 
had occurred In her ankles, elbows and wrists. At approxlmntely monthly 
Intervale, her knees became acutely painful for about 24 hr and she required 
narcotics for relief. 

Examination disclosed a marlcedly cyanotic, slender girl.- Swelling of hbr knees, 
ankles, wrists and elbows was striking due to marked effusions and synovial 
thickening. Clubbing of fingers and toes, cardlomegaly and a harsh systolic 
murmur over the left sternal border were present. Peripheral blood flow, as 
measured by venous occlusion plethysmography, was Increased bilatarally 
despite marked hyperviscosity of the blood secondary to polycythemia. 

Roentgenographlc examination of all long bones disclosed no abnoraalltles except 
for periosteal new* bone formation in the shaft of the third left metacarpal. 
Laboratory values Include a hemoglobin of 23 gm/100 ml and a hermatocrlt of 
80 per cent. ' 

The most likely diagnosis is 

a. congenital syphilis 

b. gouty arthritis 

c. tuberculous arthritis 

d. hypertrophic osteoarthropathy 

e. rheumatoid arthritis 

RHEIJMATOLOGY (Part II) 

Directions: For the question below/ ONE or MORE of the answers given is/are 
correct. Circle one or all of the answers which you feel is/are correct. 

1. After living in Arizona for twa years, a aS-year-old Negro man developed 

several lesions indicative of erythema nodosum in the anterior tibial regions 
of his legs. Three months later, slightly painful swelling developed in his 
left knee, and one month after that, a similar swelling developed in his right" 
knee. A roentgenogram of the chest revealed a thin-walled cyst in the right 
middle lobe. A PPD (second strength - 250 T.U.) skin test was negative. 

Positive results from which of the following would be helpful iu establishing 
the diagnosis? 

a. Histoplasmin skin test 

Coccidioidin skin test 

c. Synovial fluid examination and culture 

d. Synovial tissue biopsy 
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INFECTIOUS DISEASE AND ALLERGY (Part I) Section B 

Directions: Each of the questions or Inconiplete statements below Is followed by 
five suggested answersx^or completions. Circle the one that Is BEST In each case. 

1. A 67-year-old man,' who was admitted tcr the hospital^ has been obtunded and 

febrile for three dayL Tremors of the hands, Jaw and extended tongue are 

prominent, i^ichal rigidity is present. Cerebrospinal fluid cbcalned by a 

lumbar puncture containsXlOO cells/cu mm with 60 per cent neutrophils, protein 

^ AO mg/100 ml and glucose \0 mg/100 ml. The concomitant blood glucose is 
105 mg/100 ml. ' \^ » . 

Which of the following woul(^\be most appropriate at this point? 
. a. Administration of penldliln, 15 million units/day. Intravenously 

b. Observation for 48 hr - / , 

c. Administration of isonlazld, ^00 mg/day and streptomycin, 2 gm/day 

d. Administration of methlclllln, ^^8 gm/day. Intravenously 

e. Administration of ampiclllln, 8 gm/day. Intravenously 

2. Transient pulmonary infiltriites, episodic wheezing, low-grade fever and 
expectoration of brown plugs are featiMrec moftt characteristic of 

a*, allergic bronchopulmonary aaperglllosia > 

b. . systemic sclerosis (scleroderma) " . 

c. Goodpasture's syndrome 

d. sequolorils 

e. bysslnosls ^ 

3. Ainphot^erlcln B therapy Is Indicated for each of the following systemic 
Infections EXCEPT 

a. coccidioidomycosis 

b. histoplasmosis » 

c. candidiasis 

d. nocardiosis 

e • c rypt ococcosis 

4. Antibiotics are useful in the treatment of each of the following causes of 
malabsorption EXCEPT 

a« systemic sclerosis (scleroderma) 

b. Jejunal diverticulum 

c. intestinal lipodystrophy (Whipple's disease) 

d. cellac*sprue disease (nontropical sprue) 
e« tropical sprue 
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INFECTIOUS DISEASE AND ALLERGY (Part II) Section B 

Directions: For the Incomplete statement below, ONE or MORE of the answers or 
completions given is correct. Circle one or all of the answeifs which you feel * 
Is/are correct* 

I. Staphylococcal enterocolitis 

a. usually occurs In hospitalized patients undergol<ig abdomlnkl surgery 
who have received antimicrobial therapy 

b. li' readily diagnosed by microscopic examination of a Gram stain of a 
stool specimen * 

c. should be treated with an orally administered antlstaphylococcaL 
antibiotic such as vancomycin (Vancocln) , ' 

d. is caused by preformed exotoxin 
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PUmONARY. DISEASE ' (Part I) • Section C ^ 

'J ; • _ 

J)irectioi\8: The incociplete stateiwnt below is followed by five sugfeested completioM. 
Circle the one that is BEST. 

1. The, most ^effective loeans of loirerihg pulwonary artery pressure In a patfent 

who has chronic obstructive lung disease with cor pulmonale is by adminisJtration 
-of ^ 

a. dtgoxin (Lanoxin) 

b. aminophylline * ^ 

c • oxygen . ' ' ' ' 

d, a nebulized solution of isoproterenol, (Isiiprel) 

e. ethamivan (Emlvao) 

PUmONARY^DISEASE (Part II) . 

Directions: For each of the questions or incomplete Statements below, ONE or MORE 
of ^h^ answers or completions given is/are correct. Circle one or all of the 
answers which you feel is/ate correct. 

1. WKich of the following statements concerning severe IcypfioscoliosiST.is/are true? 
a. Kyphoscoliosis may result in hypoxemia and pulmonary hypertension 

!^b. Respiratory failure -often results from lung Infection ' 
, c. Cor pulmonale may occur - 
^ d. There is interstitial fibrosis of the lung parenchyma 

2. Which of the following occur (s) in patients who have bronchial adenomas? 

a. Facial erythema and flushing 

b. Hemoptysis^ 

c. Lymph node metastases , ' 
*4. Recurrent pneumonia 

3. Which of the following is/are associated with recurrent pneumonia? 
a* I^pogammaglobulinemia 

b. Bronchial adenoma 

c. Achalasia 

d. Goodpasture's syndrome 
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PUmONARY DISEASE (ParT 11 continued) 



Section C 



4. A 35-year--old businessman flew from Chicago to Aspen, Colorado. The following 
day he climbed a mountain, reaching an altitude In excess of 12,000 ft. 
During the descent he became dyspnelc. 'The dyspnea continue^ cfter he 
reached his hotel room. There was no history of heart disease. \ , S 

A physical examlnatloh would be likely to disclose 

a. distended neck vein6 when the patient is in a sitting position 

b. an enlarged tender liver 

c. an enlarged heart with a gallop rhythm 

d. numerous medium moist rales 
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GASTROENTEROLOGY (Part I) - Sactlon C 

Directions: The Incomplete atatetnent below la folloveo by five au: ,aated . 
coopletlona. Circle. the one that la BEST* 

1. • The uae of exchange tranafuslpna ik>r patlenta with hepatic coma due to 
fulminant hepatic necroala « 

' a. la clearly Indicated for all auch patlenta 

b. has been proven to-be more effective tha-^ hemodlalysla In prolonging life 

' c. reaultr <n aurvlval of 50 per cent of the patlenta • 

d. r**qulres further evaluation l>efore Its therapeutic -i?u#5 can be accepted 

GASTROENTERdfcOGY (Part II) 

Dlrectlona: For<^ach of the queationa or Incomplete atatementa below, ONE or riORE 
of the^answera or* completions given la/are correct;' Circle one or all of the 
answers which you feel Is/are torrect. 

1. The development of alkalosis In a patient with hepatic encephalopathy 

a. la common In deep coma * ^ * 

b. Is usually a reaplratory alkaloala, pi^eaupilbly due to metabolic 
^^abnormalities affecting the respiratory center 

c. Increaaes cerebral toxicity from plasma hyperammonemia 

d. can b^ treated with clinical benefit by ualng carbon dioxide inhalations 
or dilute hydrochloric acid given intravenoualy 

2/ A middle- age patient develops a large, straw-colored, clear, right pleural 
effuaion that reeura rapidly after thoracocentesis. He has been known to 
have advanced cirrhosis of the liver, an^' haa had ascites for the past 
three months. / , 

Which of the following statements is/are correct? 

a. The presence of a separate Intrathoracic dlaease (i.e. cancer, tjberculosis) 
is probable 

** ' ' • 

b. The pleural effusion is derived from the aacitic fluid, as a result of 
tiny defects in the right diaphragm :/-ilch permit the free movement of 
abdominal fluid into the thorax 

c. The pleural effusion is due to azygos vein hypertension 

d. Pleural effusions on the right side are more cocnwn (5 to 10 per cent) 
tha^ o» the left side In patlenta who have cirrhoaia of the liver with . 
marked aacitea 
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GASTROENTE.iCLnflY (Part II continued) Section C 

3. The maxltnal betazole (Hlstalog) test for gastric hydrochloric acid secretion 

a. provides a reliable method for distinguishing between patients with 
duodenal ulcers and patients without ulcers 

shows little similarity between patients with duodenal ulcers and those 
with benign gastric ulcers 

is of great value in separating patients with the Zolllnger-Elllson 
syndrome from patients with severe duodenal ulcers who do not have 
gastrin- producing tumors 

is far more reproducible in the same subject than is a basal, nonstloulated 

CGSC 



b. 



c. 



d. 



Lt Zntll \ admitted to the hospital because she had Jaundice for 

two months. For years she had consumed a liter of wine daily. Physician 
examination disclosed hepatosplenomegaly. i^nysiclan 

Laboratory studies ; 

Hemoglobin 8.3 gm/lOO ml 

Reticulocytes 4.3 pgr cent 
Serum bilirubin: 

9.6 mg/lOO ml 

Direct (conjugated) 2.5 mg/lOO ml 

Indirect (unconjugated) 7.1 mg/lOO ml 
Serum glutamic oxaloacetic 

transaminase (SCOT) 3 x upper limit of normal 

Serum albumin 4.5 gm/loO ml 

Serum cholesterol 275 mg/lOO ml 

' ^wfr^^^^'f^ reduced platelets and many erythrocytes 

with conspicuous spur-like projections. 

With respect to this' clinical picture, which of the following statements 
is /are correct? ^ v ^ «ucu..«. 

a. The patient's bone marrow showed hypoplasia of erythroid precursors 

b. The patient's serum transformed normal erythrocytes into acanthoid 
cells during incubation 

findings^ '"''^^ frequently complicated by similar hematologic 
^' findings^ °^ ^^"^ '° """^ '^^^^^ °^ 
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CARDIOVASCULAR DISEASE (Part I) Section C 

•Directions: Each of the questions or incooplete statements below is followed by 
five suggested answers or completions. Circle the one that is BEST in each case. 

1. In a patient with acute purulent pericarditis caused by penicillin G-sensitive 
Staphylococcus aureus, the therapy of choice would be 

a. administrati^on of penicillin G alone in large doses, parenterally 

b. administrat^ion of penicillin G plus streptomycin 

c. repeated needle aspirations with the instillation of penicillin G, 
plus parenteral penicillin. G 

d. administration of oxacillin (Prostaphlin) , orally, in large doses 

e. open surgical drainage of the pericardium, plus adknlnistration of 
penicillin G, parenterally 

2. A 33-year.old wocDan with a hictory of rheumatic fever and chronic atrial 
fibrillation had, on auscultation at the apex, a rumbling diastolic raunnur 
that began with an opening snap and extended to the next first heart iwund, 
even during long cycle lengths. 

It could be predicted that a simultaneous recording of left atrial and left 
ventricular pressures would show 

a. presystolic distention of the left ventricle 

b. absence of an end diastolic gradient across the mitral valve 

c. a nersistent end diastolic gradient across the mitral valve 

J. a left atrial systolic (V) wa^e with rapid descending limb (Y descent) 
e. marked elevation of the left ventricular end diastolic pressure 

3. A 19-year-old secretary with a known heart murmur went to the dentist and had 
her teeth cleaned. Pour weeks later she noticed painful finger tips when she 
typed. Shortly thereafter she complained of fatigue, and was found to be 
febrile and anemic. 

Which of the following congenital malformations is she LEAST likely to have? 

a. Aortic stenosis 

b. Pulmonary stenosis 

c. Ostium secundum atrial septal defect 

d. Coarctation of the aorta 



e. Ventricular septal defect 




21: 



CARDIOVASCULAR DISEASE (Part II) 



Sectloa C 



of'the'^nLrrL'"" S'^J'" 'I"f""'°%" l"<:<»Plete statements below, ONE or MORE 

a. Persistent left superior vena cava draining into the left atrium , 

b. Ebstein's anomaly of the tricuspid valve with patent foramen ovale 

c. Pulmonary arteriovenous fistula 

d. Tetralogy of Fallot 
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of time Sii""^" °^ fainting after standing for ehort periods 

Ls aXn.^h^n'"? P«""« i8 130/80 n» Hg and his pulse rate 

iatfis 82Mn? " P"''"" ^^^^0 n» Hg and hirpulse 

He probably has 

a. adrenal insufficiency 

b. a history of anhidrosis 

c. large varicose veins 

d. an increased blood pressure response to phenylephrine (NecSynephrine) 



B.4 PHYSICIAN ATTITUDE SURVEY 



/ 
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INSTRUCTIONS: Please indicate the degree to which you agree or disag;ree with 
the following statements. 

Continuing Education 



involvement in the SBIC-U program has enhanced my education in one 
bar.ic medical sciences. 

Strongly Strongly 
Agree :^ : : : ; . . Disagree 

Comment: 



2, I have learned significant new aspects of basic science by my involvement 
in the 53MS-U program. 

Strongly Strongly 
^'^Sree : : : . • . ^. Disagree 

Conrnent: 



3. I spend more time talking with my professional colleagues about basic sci<- 
than before my involvement in the SE>K-U program. 

S^^ngly Strongly 
^^^^^ • • * : : : : Disagree 



Comment: 



U. I'ha basic scienc2 textbooks are of little us8*lo ra3. 

^^^^onZly ^ Strongly 
^•S^^^- • : : : : Disagree 



Comment: 



1 feoi that I am enliancing my continuinc education by my involvement in 
the SBMiS-U program. 

Strongly ^ ^ Strongly 
^^^^G • • : : : : : Disagree ^ 

Comment: 



1 Kould do better to spend more time readi:i5 joum-ls and taking special 
courses instead of trying to help beginning doctors. 

Strongly Strongly 

Agi'Ge : : : : : . . Disagree 



Comment: 



I find that I am learning more basic science by interacting vith students 
tharr by reading alone.' 

Strongly o Strongly 
. Agree : : : . . . ^gree 



Comment 



The approach of the SB^25-U program in the clinical problem format provides 
an opportunity for rae to apply new knowledge in the basic sciences to my 
practice. 

Strongly • Strongly 

Comment: 



X find my continuing education in the basic science., as a remit of ry 
involvement m the SR-.S-U procran^rore directly relevant to n^^d^o- 
W xnir.ediate practice than othar ''ccntinuing educational exerct^^i^th^-e 
basic sciences which I have employed. -.^erci^. in uhe..e 

Strongly 

Agree : . . . - 

• • _: Agree 

Comment: 



Time ^ 



I spend too much time with ctudents. 

Strongly . Strongly 

^eree : : : : : : : Disagree' 



Comment: 



Estimate the amount of time per week you spend enf'saged in the following 
activities: (to closest hour) 

a. student contact 



b. colleague contact concerning SBr^S-U program 

c. studying tejctbooks 

d. studying the curriculum 



e. studying professional journals 



I can*t afford to spend four hours per week with a student. 

Strong]^ Strongly 
Agr^e : : : : . . . Disagree 



Comment : 



I feel that I am shortchanging the students due to the limited amount of 
time I can spend with them. 

krongly Strongly 
Agr^e : : ; . . . Disagree 

Comment : 



rhe flexibility in MDA/iTC tine -ch^duling p3rmitted by tne SBMS-U program 
makes the experience more enjoyable. 

Strongly Strongly 
^Sree : : : . . ; : Disagree 



Comment : 



Teach i nrt/ Fror ram 
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J'^y role as .MDA/MDE should be more closely and completely defined by the 
cu;'riculuin. 

Strongly Strongly 
Agree : : : : : : ; Disagree 

Comment : 



hty -role as MDA/MDS has been too defined and limited by the ^curriculum^ 

Strongly , ' » Strongly 
Agree : : : : : : .: Disagree 

Comnisnt : 



I have been provided adequate tools to cariy out my responsibilities as 
MDA/MDE in the SBMS-U program. 

Strongly Strongly 
Agree j : : ; j . . Disagree 

Comment: 



The SE»!S-U students are being given less than the optiSnum level of education 
in^ the basic sciences. 

Strongly Strongly 
Agree : : : : : ^ Disagree 

Comment: 



I fe-l at a distinct disadvantage in dealing with the Ph.D. basic .science 
faculty. 

Strongly Strongly 
Agree : : : . * . , Disagree 



CoTOient: 
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6. Tn2 sr:ui-U vrozvcaa has limited potential in apnlication elsewhere in 
other curroundings. ' . 

f^'°"S-y Stronsly 

Corainent; ' ' 



7. I wo-old prefer to have more students to deal with on a regular basis. 

f^°"Sly Strongly 
As^^e : : : : : : : Disagree 

* Comment: ^ 



8. I don't feel conpetent to judge ^the student's progress through the basic 
science curriculm. , 

f'^^^^ , Strongly 
Agree : : * . . . ^ ^ 

^ • : Disagree 

Comment : 



9- The curriculum design of the SBMS-U program is a good one. 

f ''^^^^y Strongly 
Agree : : . . . , ^ 
• • : : Disagree 

Comment : 



10. The advising/evaluating functions vould better be handled by full-time 
rather than part-time physicians. 

f"°"Siy . ' • strongly 
Agree : • * . . " 
• — • ' : : Disagree 

Coiimont: 
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'1. Medical traiiiing is better loft to i\ill-tiine faculties. 

Stronr^ly Strongly 
Agree' : : : : : : : Disagree 

Coirment: 



12. I should be paid by the Unive;rsity for my involvement in the SBMS-U program. 

Strongly ■ ^ Strongly ^ 

Agree : ^ ; : : : : Disagree 

Comment : 



13. The SBMS-U staff has been responsive to my needs as an advlsor/evaluator ir 
the program. 

Strongly - . Stronfly 
-^gree . : : : : : : . Disagree 

Comment : 



ih. Having my students using' community hospital facilities has proven ^^"r^ i^ 
disruptive yt2> H^^s^s I c'^ ' * 1 ' ^^'^^ 

Strongly Strongly 
Agree : : : ; : ; • Disagree 

Comment : 

Practice 

1. ^^y involvement with the SE^IS-U program has interfered with my practice. 

Stro-:jly Strongly 
Agree : : : : : j . Disagree 

Comment: 
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Zinc now >'siio\^l'f(V,c in the basic sciences coined throu,q:h my Invoivonent 
\rith the SEIS-U proGraa has had an impact on the" improvement of ray 
practic'2. 

Strongly Strongly 
Agr.-e : : : : : ; ; Disaore;- 

Comment : 



I have been shortchanging practice by my involvement in the SBfS-U 
prog.ram. 

Strongly Strongly 
^•gi'^e • : : : : : : Disagree 

Comment:' 



invc]vement in the 8BMS-U program has had little impact on my practice. 

^^^ongly Strongly 
Agree : : : : . • . Disagree 

Comment: 



Status/Personal 

I feel much better and professionally responsible as a result of ruy involvem-nt 
in teaching beginning doctors. 

^^^onFjy , " Strongly 
Ag^-^ ' : : : : : : Disagree 

Comment: 



I would r^comiTiend that my colleagues 
get involved in zho program. 

Strongly 

Agree : : : t 



Coment ; 



not yet involved in the SBMS-U program 

Strongly 

• : : Disagree 
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3. The student contact is valuable to me'/ 

f T Strongly 

Comment: 



I feel that I ajn a part of Ljie faculty of the University of Illinois 
College of Medicine. 

f ^°"Sly strongly • 

• ^6^^^ • = : : : : : Disagree 



Comment: 



% involvement in the SBI-SS-U program has interfered with my family life. 

■ Strongly 
Asree : : : ; . . . Diga^^ee 



\ 



Conrnentr 



6. ^^y part in the SEKS-U program is important. 

. Strongly 
Asree :' : . . . . Disagree 



Comment: 



7. i play a significant role in the' SB:S-U procrsja. 



Strongly Strongly 
Agree = . . : : : : : j Disagree 



Comment: 

f 



B • 5 STUDEOT BACKGROUND/ BIOGRAPHICAL QUESTIONNAIRE 
f 

Kur.e ] 

As you perhaps know, chere are many unresolved Issues in medical 
education today. As part of a larger scud/ designed to examine sonie 
of these isoues, we are interested in how you, as a medical student, 
feel jibout thori. 

This questionnaire is designed to find out what you think about 
various aspccLo of medical training and practice. The information which 
you provide will be helpful in clarifying problems of medical education, 

Ve recOiinize that many of the questions deal with complex issues 
and that tuc alternatives do not always express the subtleties of your 
opinions, , However, the purpose is to obtain an overall picture of Che 
attitudes held by medical students. ^ 

There are three points which we would like you to bear in mind whil 
filling out this questionnaire: 

1) This is not a test; there are no right or wrong answers. 

2) Your individual identity will noc be revealed and your 
personal answers will be kept confidential* 

3) Read each question carefully before answering. 

Thank you for your cc%>eration in this study. 



I 
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1. 



(a) Ac what age did you first thinU of bcccwing a doctor? (Check one) 

, Before the af,e o^ 10 

i_ Between 10 at:d 13 ycarc of a^c 

_____ Ac 14 or 15 yoarc of a^o ' 

At 16 Of 17 years of age 
____ Since the a>o of IS 



(b) At vhat age did you dofinitoly docide to study medicine? (Check one) 

, , Before the ar^e of 14 

"... At 14 or 15 years of a^ja 

- At 16 or 17 years of age / 

^ Between 18 and 20 years of ase ' 

^ Since the a::e of 21 



2, 



Which oc^ of the follcwins statement c best describes tha way you feel about 
a career in r.edicinc? (Chcclc one) 

It's the only career that could really satisfy me 

It's one of several careers which I could find almost equally 

• satisf/ins ' n 

It's not the west satisfying career I can think of, everything 

considered 

A career I decided on without considering whether I would find 

it the cost satisfying 



3. 



(1) 
(2) 
(3) 
(4) 

(o) 

.7) 

io) 



(a) Hew irr.portant was each o,f the follo^o^ing In your decision to enter the 
cedical profession? (Answer for each) 

Very Fairly Cf minor ' Not at' all 

inportaat ioportant ir.:portance inportar4t 

Ilothcr 



Father 



o cro ncw in 



.v.yGicicr.c you knov 



- c ^ c 1 ^ J • ou r.c Vc^ he cr d 

OiT K ♦l^CUt 



ERiCI 



.4 



3. (a) (concinucd) 

(9) Bocks, Dovies or plays 
(Give Cities: 



(10) Ochcr C»'^ac? 



Very Fairly Gf ninor Kot oil 

inportant iaporcanc Inporcance icporcar.t 



/ 



(b) Uaich tt^o of thcce were of nose itr.porcancc in your decision Co bcccnsc 
a doctor? (Liet the appropriate nun;b|^rs) 



4. At the p'reccnt tir.e, how do the the foilowiag raei^bers of your farily feel 
about ycu bcccriiac a doctor? (Ansx>;er for- each) 

Strong Slight Expressed Slisht Strong 
cncour- encour- n^ opposi- opposi- Doesn't 



Mother 

Father 

v/lfe or 
husband 



aseacnt agement opinion tioa tion apply 



Brother or 
sister 



3 



^53 



6. All thlacs conGidcrcd, about how nuch do you know about what you can 
expect in ncdical school? (Check one) 



A Qvaat dcul 
A fair cr^ouPit 
Only a little 
Practically nothins 



7. Ho;7 important has each of the following been in hclpin^j you Co form a 
picture of what medical school is like? (Answer for each) 

Very Fairly Of ninor - Not at all 

important important importance iraportant 

Medical school bulletins 

Medical students at the Urbana 
canpus 

Medical students at thu Chicago 
canpus 

i'it^dical scudcnts at other 
schools - 



Merubers'of your family who are 
doctors 

Ycur fciniily pliysician 

Other physicians who are ' " ' 

friends 

■rf " <• "^^^^^w mmm^^mt^ wmmmm^v* 

Medical school faculty 

College faculty 

Books, 47.ovies, plays 
(Give titles 



Other 



S. Cc:..iv:c<i Co ycur unccr-r:.cu jLc stiudics, he:; cuch 'ci-re do you Chink your 

SCUG.CG your ilrjc yc:.r r.odical scr^ol arc 301^3 to take? (Chock q>io) 

^ Zoinz CO have to cpcnd r.orc cin^.e c my sCudies tn' 

Tiedical cci\ool 

I think I can — ,^a6 Icg:; tii/.c oa Chcn^ y' 

I Chink < '11 have Co i^pv^nd cbruC the sane ar.-.ount^ot Cin-.o oa chcn 

Don'c know 
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9. In your opinion, how important ic each of the followii for a ctudent to 
Get the luost out of the first year of medical school? (Answer for each) 

y^^T N'Dt at all 

Manual dexterity (uith Icportaat important 

inst rur.cnt's , tools, •••••••• 

ir»achincs, etc.) — ~- 

Ability to n;cr»orisc 

* - , J * I L ■ ■ III* - I I * - ,, * • , , „ , * • 

Ability to cope x^ith theoretical 
material 



Previous knowledge of physical 

6 ience •••••••« 

*, „.. ,* * - ,* * - * ■■ * • 

Ability to put aside alrr.oct . 

cvcrythin.cj for your studios ; ; ; . . . , . 

Previous knowledge of social 
science 

* * - III !■ Ill* I I * - * * • * 

Getting alons with other students ; ; ; ..... 

Ability to remain r^.laxed, rather 
than overly tense and nerv ous about 

your \;ork 

* * * * . « . . « 

Learnin3 as wany medical facts as 

possible ^i^^^ .... / 

Kakms up your own mind about what . / 
to emphasise in your studying : ; ; ; . . 

Getting along with the medical \ 
faculty . . . . \. 

Ability to carry out research ; : j • . 'I / . - . 



T 

X 



10. \raat is ycur realistic appraisal of hcu x/ell ycu will do in your first 
year compeared with the other members of your class? (Chock one) 

1 expect to do cor4siderably bctt^cr than average 

— ■ 1 expect to do scmeuhat better than average 

I expect to be abou'w average 

I e::pcct to be bclc»; avercge 

^ Don ' t IiriCv/ 



t 
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11, How <;iri"icult do ycu Chinl;' each of tl 



firsi: year of r.cdical Gcr.ool? (Anc 



^0 following will be for 



'>\:ov 10 r each) 



you in your 



cinr, friends 



Very 
iiffi 



culc 



:las: 



your 



Kcopinc up ^:ith ochcr students 



Learninr; \:\\c^t 



iS c:%pecteG of you 



Adjustment to the' sights and sizells 
of the anacQny lab 

Learnin3 tp think for yourself 



Gettin3 x,i> knew r^ulty ner.berc 

Wot allowing yourcer*^ to becc.v.e 
overly tense or nei:vous"'..abDuc 
your work ' ' 



N'ot at all 
difficult 



12. ilay^ cuch contact with each of the fol 



have 



.oxjin^'^^i'gyps do you think you will 



«turin3 your first year in rrrdical school? (A?tswer for each) 



ITore than 
enough contact 



Ext r eHc^ly 
little contact 



Mcu.bcLS of c^*^ classes i[ 
medical school 

Patienii:: 



Basic 'scleuce faculi. 



r-.-inict 



Pre 



ctic^nj 



r'Sic: 



'icc xcel 



:ors of the 




rri- 



i acUi 



13, 



Co I'oc 



ijol you already Icnc; about fc.cul:y r..c. bers at (ycur) 



deal 



Very 
little 



1 - ■ 
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14, Mum do you cvpccC that you will flrr>t cccc to think of yourself as a 
doctor? (Chock one) 

I already think of r:ysclf as a- doctor 

During ny first year in r.cdical school 

Luring r.;y second year 

Luring ny third year 

, During cy fourth year 

, Cur ins ^^V internship 

„ Borins my residency 

^ - Haven't given it any thought 



15, Vraa'c things do you think you will like best about being a doctor? (Check 
as cany as apply) 

Being able to deal directly with people ^ 

Being able to help other people 

> The fact that uedicine is a highly respected profession 
_____ Having interesting and intelligent people for colleagues 

. Doing v;ork involving scientific method and research 

^ Being my own boss 

. ^_ Being sure of earning a good inccne 

The challenging and stimulating nature of the work 

Other C^liat? ^ ) 



16, (a) 1,\ your opinion, how well does each of the following phrases describe 
the i.'.odio^ profession? (Answer for each) 

Very good Fair Poor 

description descri^ion description 

(1) A pjofession \;hich has high standing 

ia tl;c'. c.r~uaicy 



(2) A 'yL'oi^Z3ici\ jccvicc to tl;c cc:.:.?yr.iuy 



(3) A ^:oI^zCl.o■:\ r'.;ich' is Gccure ar,c 
luc wo 

(^) P-'oJxiCGioa \:;iich hclpa individuals 
ii l:-v.ci: ly 

(3) A p'oA. .i-ioa ia v!;ich real c^bility 
iz .*wCo .iii^icd by cr.c's collcagucc 

(6) A ;>c-oA- /ilop. rv-.>iring harder work 

tit ^.^4 Cli.C'V^ 



i^) la youi- o.)i:aioa, x/.sich r/vj^ of cL.c ./oovo pi-.r^::. '^ -c.t occcrih^:, the 
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17» Vou CO you feel obout ccnpcitin^ uith other people, especially uhcn the 

sCaUes arc ai^h? K; jeling abouc ccrr.petiLivo siCuaCicns is that (Check 
one) 

I dislike uhc:; and prefer to avoid thera ccnpletcly 

, I dislike thzn scr.ajhat 

, I have neutral feelinQs about then 

I enjoy thcu scr.:euhat 

I set a kick out of Chen and sccetines seek then out 



IS. How rxch ccr.pctitivGness do you expect anong your classmates in cedical 
tichool? (Check one) 

A f^reat deal of cctr.petitiveacss'' 

A fair anount of ccnipetitlvcness 

Only a little ccr..petitiveness 

No ccr.-.petit iveness at all 



19. (a) Below is a list o'f probler.s and situations \/aich i-any medical students 
ceet in their dealings \7ith p^^tients. Kow confident do you expect to feel 
about your ability to deal with each of these problen^s at the present 
tir.e ? (Ans\;er for each) 

Cwj-.pletely Conpletely lacking 

confident in confidence 

(1) When a patient has an eno- 

tiona! outburst of scce kind : : : : : : : : 

(2) Preventing a patient ivczi becccins 
c^-.barrassed during a pelvic 
exariiaatio^i 



(3) I-;^vin3 to CO a painful pro- 
cedure on a sick chi.ic 

(4) Having to tell a pacient that 
Zho coses pci*i:orr;.ed o/. hir. do 
not reveal the cause of his 
p:*ojIs:: s 

(5) .\,ei.\.^ ; v..:.c tell c pajicar 

\\:.z c serious a.; J irrcr.ediable 

1 M i. .tO^ 

(ij) ICr.cvin^ \ to do in an c:.'.e/3ericy 

(7) i^'.i:*:^ /.jIc to co a -.v/.ipur.cture 
u;.^.»eue c.y d^i*.iculty 

(3) ii.-v^n'-; a elector as one of your 

^> V. U JL ^ ll V. 

(9) .,e*. n , c-^^e to r,:.!ce u c-L.-'nosis in 
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Cor.pletely Conploccly lacking 

confident in confidence 



(10) Dccidin3 on appropriate ncd- 
icatioa anci dociaje 

(11) Handling a patient uho refuses 
to accept what you tell hin 



20. 



(b) About which of these problems do you expect to feel rore corrfid^nt 
once you have become an expcri cp.ccd practitioner ? (ladicatc the appropriate 
nur.bers frcn the list above ) ' 

(a) In your opinion, how inportant is ^ach of 'the following characteristics 
in making a good physician? (Answer for each) 

Very Fairly Of oinor Not at all 

^ ' inportant ic^portant iraportance icportant 

(1) Good appearance^ 

(2) V;arn and pleasing personality 

(3) Dedication to ncdicine _ / 

(4) Hi^h inl:elli2cnce 

(5) Skillful niana^cnent of tine 

(6) Scientific curiousity — 

(7) Integrity 

(8) Ability to think in an 
organized way 

(9) Research ability 

-flOy-Abxili:y Co get along with " 

people 

(11) Recognition of own 
limitations , 

(12) Gcctiag real cnjoyncnt out 



of meoicine 



(b) In your cpinion, \;!;ich tro ci 'c\\2:>ci characteristics are roct x-^nc,rz:^t: 
in r;a'.:ing a good pl;ysiciaa? (Lisc the appropriate numbers.) 



(c) la yovjr opiaioa, v;aich two of thcs.e are r.ore ic:portant to r.cdicir.:; 
thaa to oth^r 2±Sll:1112l£21^ (Ixcrc tho appropriocc nur..ber3.) 
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21* How ir.portant is each of Che followins types of social behavior 
to the success of a physician? (Answer fot each) 



23, 



To maintain a restrained and dignified wanner 

To waar conservative clothing 

To participate in cotrjnunity activities 

To be a good conversationalist 

To have a degree from a top medical school 

To maintain an air of confidence (even when he 
is not feeling confident) 



Very Fairly Not at al 

important imp/>rtant importan 



22, In which one of the following categories would you say the average yearly 
income of the specialist and of the general practitioner fall? 
(Check one in each group) 

SPECIALIST GENERAL PRACTITIONER 
Under $10,000 Under $10,000 



■-51117000-$ 20, 000 $10,000-$20,000 

$20,OC0-$30,00O $20,000-$30,OCO 

$30,000-?A0,000 $30,000-$40,G00 

$40,^00-$50,0C0 $A0,000-$30,CP0 

$50,000.$75,000 ' $50,000-$75,OGO 

Over $75, ceo Qver $75,000 



Hov rr.uch have you thou-;;t: about the kind of medical career you would 
iiKo 10 have? (Cicck oae) 

A (^rcvii deal, 

A luir r'>.:oi:nt 

^ Oaly a litclc 

Hot iit all 
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24. 



rVn vrn have f ini-hc( L you" forp.nl nodical trainlfl-^ fincludin^ "or!: b,-.yond 
your M.D. ) ; ' '■ 

(a) To what type of professional activity iu the list below V7ould you 
2::£i£r to give r.OGt of your worUins tine? Pleacc indicate your first 
two choices in the order of your preference. (Check one in each group) 

^ ■ FIRST CHOICE 

General practice 

♦ 

. Specialty practice (Vnaich specialty? ^ 

^ _ Teachins seize acdical specialty (Which specialty? ) 

Doing research 

_____ Other (Wiat? \ 

SECOr\T) CHOICE 
-- ^ General practice 

-^^ . Specialty practice (Which specialty? ' ) 



TcacHing seme nedicai specialty^ (t^Hrc^^ 
Doing research 
Other (Ifnat ? 



(b) Apart from what you would like, to what type of prof essional activity 
in the list below do you expect to give nost of your working tioe? (Check 
one) 

General practice 

, Specialty practice 



Teaching scn;e medical specialty 
Doing research 
Other (What? 



(c) Kow cert^in are you about your choice of professional activity in 
Question (b) above? (Check one) 

Very ceruuin 

. Fairly ceirtain 

i^'ot at all certcin 



25. 



i: ycu could crraa^o it, in uhich £12 o: the follc:;ing situations would 
you ,^ian to carry cut the professional acCivicy you said you prefer most? 
(C.'.^cl: one) 

- 0;^^^ ?i-o;oGsional office vii:h hoc;)iL;ul affiliation 

Cwa prorcojionai office without hospital affiliatioa 

--"^r^G nrlvr.uc clinic or hospital 

^r.all — clinic 

Ilcdicol sci.ool 
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26. 



\:\\UL yo.:rIy mcoiv.e do you chink you r;»i^i;t r 



0 1 : 1 1 c ' 1 1 V 



t: 



(a) Tea ycari> afcer i.ooical school? (Cl;cck one) 
Under $iO,CCO 

$10,000-$2G,GC0 

$20,t)C0~$30,CGC 

$30,C0G-$4G,C00 

$4G,0C0-$50,GG0 

$50,OGO-$75,OCO 

Over $75,OCO 

(b) At the peak o£ your career? (Check one) 
Under $10, GOO 

-rr=^Ji.9^t55^^'^-^- 

$20,0C0-$30,0G0 

$30,0G0-$40,000 

$40,000-$50,OOG 

$50,CC0^$75,000 

^ Over $75,000 



expect 

— 'ITTTTgive vou the most satisfaction? (Check or.e in each coluir.n under "a'') 

X^) (b) 



^'orkin-; tov/atd national or 
international beuteru.ent 

Lci!:,are Li:^^ activities 



x' r o 1 ;^ r» 1 c n J» ^ 



:eer 



lCI..'., c ^n cci. .T.unity 



i*C tlV il 



Host satis- 
fying to 
YOU 



i^iext Tuost Most satis- Nex^ r..or,C* 
satisfying iyin^ to satisfying 



to YOU 



COCTO.^S 



to vc/'wTOrvS 



CA r • 



unv. 



y.ur c\r..r.ur.i v:;a^ l.-o tiiln::^ or activiLic3 in chJ lii.t bu,lcw ^;ivo 
^- ^ ' " i^^'^Gi satiiiacLion? (Check one 



m caco- CO iu:,*.; 



I 
I 



I 
I 

i 

I 

I 
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io. ^cioi; c)rj $c:vc cons luc I'u : lcni> LW-^c :.u ".l cu:ur 

ar.t to you :.s you Lu...!: ..joul yo..r ccrc^r? I.':; 
(Check l\,o in each coiu. a) 



lluvir,^ cha o;^^K-r tuaiLy '.iac; your -vniiunuj^ '.;oll 

Bc::\; able Co cscablxi^h your own hour^ of ;,o.:i'>. 

I !c c t i.r. 3 d iu ^jTiO i> c i c p rob let., j Liig c u i'e ^i^r c ic u I u r iy 
chc.llca - in : 



Mom 
i;:oor Lur. L 



Leas C 



Havl"3 eajc^aolL: Lciatioa:.hips with collca[^ucs 

y*ukir.j u ^"^oovj inco'i e 

Haviu^ patieaLo who will appraciuze your efiorcs 

Havia;; prestige within the ir.eaical profession 



29. .(a) How diiiicult is it for you .to finance your ir.eoiual- education? 

(Check oae) ---^ — 



Extrc.'cly 
d iff iculc 



— " Not at all 
difficult 



(b) IncLcate below the rela::i.ve proportion of supporc for expens 
whiit' in r.edical sc^*ooi. 



es 



_7o 1) scholar3hip 

% 2) Loan(s) 

% 3) personal savin;^: 

4) cr^ployrcnc cuJir 



scnoOi. vear 



5) e:.iployr..Gnt d ar ir: vacations 



CO 



s .ou3o <• . :>lo% « ^-.c 
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30. Kg-.s? orccn (;v..-..er of hour:; per \:cck) co you expect to enjace 
lollowin:; activities while in r.cdical scnool? 



Goin3 to t':*c r.;oVies 

Read in- serious bj:hii^--arar"'^^^ 



in the 




-r-irts ten 1:13 CO r.uslc ^ - • 

Attending sports events as a spectator 



P*irticipatiag in sports events 

Going out oa dates 
^ Attending classes 

_ Participacing in organii^ed carr.pus activities 

- Talking with friends 



Seeing pcciencs 

Working at special hobbies (What? 
0th A (V:hac? 



J 
J 



31. What is your father's occupation? 



32. Do you have any relatives who are in any of the following professions? 
CI^ yes, what is their relationship to you?) 



*.> V- r. w 1 .1 L o 
Civ*.* ■ . c a 



Other 

close Other 
^'o Yes Parent relative relative 



Du.ir.;, your firsu year Cf r.cJical school, bow :_: !:olv do you fe^l it Is 

^that; you will ccr.e in coacact wich the following; cypcis of infOinr.acioa?. 

^ i> \^ 

likely - ' unlikely 



general inforr.Jticn abbuc 
<Kd "ne c'ic a 1" p 'r o re's sTo n ' 

iniorn^ation abouc clinical 
applicuCior.s of bas-.. hcd- 
ical sciences 

infcrtr.ation iabouc basic ir,ed< 
ical science theory per se 



1 2 3 4 5 6 
1 2 3 4 5 6 



rron your point of view, how desirable is ic that you come in contac^t 
with each of these types of infornatioa? ^ 



desirable 

a. garieral inf or::.ation about 

the r;.edical profession 1 2 

b. infonr.ation about clinical 
applications of basic med- 
ical sciences 1 2 

c-.— tnforHvati-on-a^etic— bas-i-C"iBe<i^ — 

ical sciencer theory peruse 1 2 



3 
3 



4 

4, 



5 
5 



undesirable 
6' 7 

6 7 
6 7 



/ 
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B.6 STUDEOT ROLE EXPECTATIONS QUESTIONNAIRE 



As a Beglnlnng Doctor, there are several activities In vhlch 
you may engage. Iha last tli^a ve were together, we asked you to 
sort several of these activities Into categories which represented 
the amount ofy^tlma and energy you felt you might/ allocate^ for 
each. 

Today we are Interested la two things. First, we would like 
your best estimate concernlag the likelihood that you will engage 
in each of the activities prasaojted and second, assuming thit you 
do engage in the activity, we would like you to indicate how 
desirable, that activity woul^ be. 

It is our belief that the likelihood and desirability 
estimates will help us to better understand what ls_encountered 
by the individual in his role of Beginning Doctor. 

As usual, we hope that this Information^ presented in 
group summary form, will provide feedback about the medical 
education process. 

Thank you for your cooperation. 



CoMld«r your rol€ m « Btttl<ttilag Doctor. Por'««ch of th« actlvltUSv 
llttttd belowy please liidlcate tht ^ro^^bllity of its oecUrreoce during' 
the school year. ^ ^ * ^ ^ 

I vlU: 



very 
likely 



very 

unlikely 



Attend classes. 

Talk shout non-medical 
Mtters vlth other 
Be^laAlng Doctors. 

Help oqf fellov B.D.s 
with acadeeilc prohlems 
^ they encounter. 

'Listen to the complaints 
of my fellow B.D.s. 

Read texts*;jaQd Journals 
which are not. part of 
any formal assignment. 



Attend meetings^ seminars^ 

and colloguia for B,D.s« :^ 

Ask nurses and technicians 
questions about Mdical 
practicea. 



Study to pass national 
boards. 

Hanage the social re'lAtion- 
. ships between doctor and 
patients. ^- 



10. Cram for exams. 
11/ Do Physical exims. 
12. Tske histories. 



13. Diagnose patients* 
medical problems. - 

14. Ask other B.D.s questions 
about academic and clin* 
ical problems* ; 

15. ^8e(k out faculty for in- 
dividualized help in the 
basic medical sciences. 



7 



I Will: ^ ^ ^ very 

li^ktly : s : ; • . . ; unlikely 



16* Study thoee^aslc medical 
aclencer In which I develop 
special Interest . 



17. Stu<^y those areas of a 
basic science lr\ which 
I develop a specli.l In- 
terest. 
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As you have ladlcated, same of the activities are mors likely to octur than 
others. Assuming that you do engage In each, please Indicate how desirable- 
undesirable each would be. 

It Is: ^ — ^ highly 

desirable : : : : : : . . undesirable 

1. Attend classes. 

2. Talk about non-medical matters 

wlcn other Beginning Doctors, r : : ; .... 

3. Help my fellow B.D.s with 
Academic problems they en- 

counter, :!•••... 



4. Listen to the complaints of 
my fellow B.D.s. 

5. Read texts and journals which 
are not part of any formal 
assignment. 

6. Attend meetings, seminars, 
and colloqula for B.D.s. : 

7. Ask nurses and technicians 
questions about medical 
practices. : 

8. Study to pass national 
boards. : 

9. Manage the social relation- 
ships between doctor and 
patient. 

10. Cram for exams. : 

11. Dp physical exams. : 

12. Take histories. : 

13. Diagnose patients' medical 
problems. 

14. Ask other B.D.s questions 
about academic and clinical 
problems. 

15. Seek out faculty for Individ- 
ualised help In the basic med- 
ical sciences. 



Tou have already given us estlmataa oo the Likelihood and 
detlrablllty of certain activities associated with your positi 
as a Beginning Doctor. 



On the following pages, tharc are 18 items (activities) which 
may occur in your interactions with your advisor. Again, we would 
like you to indicate the likelihood of each activity occurring and. 
If it does occur, the desirability-undesirability of the activity. 

As always, there are no right or wtong answers. They are to 
help us understand what the role of Beginning Doctor involves. 

Thank you. 



Consider your advisor. For each of the Iteas listed below, please Indicate 
the probability of its occurrence during f.he school year. 



very 



My adxinor will: unlikely : : : : : y ^: Ii^Xy 

1. G?.ve advice on personal 

2. Provide encouragement. : : 

3. Oversee my study habits. i 

4. Be a friend. . . . . . , . ^ 



5. Demonstrate the relevance of 
basic medical science. 

6. Permit me to work closely with 
him on patients. 

7. Influence my approach toward 
treatment of patients, 

8. Instill standards of medical 
practice. 

9. Be willing to spend a great 
deal of time with ma. 

10. Pemit me to observe? hini in 
his practice- 

11. Understand what I as ^ Beginning 
^ Doctor need to know. : 

12. Be aware of the late;9t develop- 
ments in medical technology. : 

13. Meet me on a social basis. : 



14. Permit me to work with patients 
without his direct supervision. 



My advisor will: ^^ff, , ^ ^ very 

unlikely : : • : : • ; : likely 



15. Provide Information on what 
knowledge In basic medical 
science Is required to function 
effectively as a physician. 

16. Be receptive to new Ideas 
about medical practice. 

17. Invite me to his home. 

18. Permit me to define my own 
program. 




V 



\ 
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As you htve indicated, some of the ccti.iti.9 seam to you to be more likely to 
occur than others. We are also in' orested in how dealreble you regard each 
of the activities to be for your trainicig Ln th. field of medicine. 



It Isldesirable that ^^^^ 

my advisor: unde sirable : 



very 
: desirable 



1. Give advice on personal 
matters. 

2. Provide encotiragement . 



3. Oversee my study habits. 



4. Be a friend. 



5. Demonstrate the relevance of 
basic medical science. 

6. Permit me to work closely with 
him on patients. 

7. Influence my approach toward 
treatment of patients. 

Instill standards of medical 
practice, 

9. Be willing to spend a great 
deal of time with me. 

10. Permit me to observe him in 
his pract 

11. Understand wu T as a Beginning 
Doctor need to t^now. j 

12. Be aware of the latest develop- 
ments in medical technology. : 

13. Meet me on a social basis : 



\ 



4 



I 



It Is desirable very ^ — ^ ^ ^^^.y 

that -y advisor: undesirable it::?... Hn«4 



14. Permit me to work with 

patients without his direct 
j supervlsloa. 



15. Provide Infomatlon oa \fhat 
knowledge In basic medical 
science Is required to function 
effectively as a physician, 

16. Be receptive to new ideas 
about medical practice. 

17. Invite me to his home. 

18. Permit ae to define my own 
program.' 



deslrabl 
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B. 7 STUDSNT ATTITUDE SURVEY 



BEGITITTTNG DOCTOH QUZS'IIOTJirAIRF IQTl^.??! 
School Of Basic Medical Soienccr,, Urb ana-Champaign 

IKSTxKUCTICrJS ricaso respond to each r>tatrjnont by circling the appropriate 

letters. (SA-Strongly ^rxe<^; A-Agrce; D-D%Gasrcc; SD-Strongly 
Disa^ce; NA-Not Applicable) Your ccantnents in^each area are 
solicited and will be very helpful for futur- planning. Do not^ 
put your namc^ on the evaluation. 

1* The intensive review sessions wc . good proj^aration for the 

Freslua-^j^ Ccc.iprehensive and the National Board K^om Part I SA A D SD 

2. I used the SBMS-UC curric\ilum extensively as a study guide SA A D SD 

3. I >dsh rny y,.D. Advisor had known more about bn.:^io science SA A D SD 

4. On the w?iole, I did nol like the SBMS-UC experience ' SA A D Si) 

5* The clinical semtnaxs at the outJjring hospitals should be SA A D SD 

continued in their present format 

6. I al\^ys felt I could talk openly with the Dtan SA A D SD 

7. How I did on the National i^oard Exam Part lis not very 
important to me SA A D SD 

o. I always felt I c6uld talk openly with Bill Sorlie SA A D SD 

9* Evaluation of B.D. process' should be made strictly on the 

basis of written examination /throughout the year SA A D SD 

10. The pre- and post-tests in the ciu*riculum helped me decide 

what to study SA A D SD 

11. We should have had more basic science lectures SA A D SD 

12. Textbooks are the best r:Jtudy resource of the basic' 

medical sciences SA A D ^ SD 

13. Tl-ie topical seminars in microbiology were useful ' SA A D SD 

ll*. The bi-wpr^lay discussion sessions with the Dean and his 

staff should be continued SA A D SD 

15. Ity M.D. Advisor was happy with^me as his advisee GA A D SD 

16. All students should study the same clinical/ problem at ^ 

the some time throughout bhe year q/^ D ' SD 

17. Tliere was not enough space in the School building for 

indi\n.dualizod study SA A D SD 

18. oDMS-UC students were cheated on vacation tl;nc -SA A D SD 



- ? 



Cooraents: (l-lB) 



) 



I 



ERiq 



19. 


Throur:hout the year I JTclt that I vas learning ^Ihc olcmrnts 
of basic science needed for medicine 


*0.A 


A 


D 


SD 


20. 


The Clinical Problem nethod of st-.id/ing basic medical 
sciences has [;Lvcn ne a more meaningful undcrctanding 
of these soiences 


SA 


A 


D 


SD 


■21. 


The program was 3/^^ faitli and l/k reality 


SA 


A 


* D 


SD 


22. 


i 

We should havo had more labr^ in all of the sciences 


SA 


< /\ 


D 


ST) 


23. 


Tlie books, and monographs in tffe SBMS-IIC library were 
inadequate in quality 


GA 


A 


D 


SD 


2k. 


^ty M.D, Evaluator vas unfair in his evaluation of ra-^* 


: SA 


A 


D 


SD 


25. 


The community medicine course in the School of Social 
Work was- useful 


SA 


A 


D 


SD 


26. 


Supervised and required dissection of the human cadaver 
should be par of the SBMS-UC progfam 


■ SA 


A 


D 


SD 


27. 


I learned of' groat deal of anatomy from Janet Harris 


SA 


A 


D 


SD 


28. 


My M.D. Evaluator tried to cover too much material 


SA 


A 


D 


SD 


29. 


The only value bf the clinic;^ seminars was the free meal 


3A 


A 


D 


SD 


30. 


I feel that my f inanoi?! needs were adequately met given 
the limited funds available 


SA 


'A 


n 


SD NA 


31. 


The 3ex education prograjn presented. by Dr. Sorg was a 
valuable experience 


SA 


A 


D 


SD 


32. 


I' didn't learn enough basic science in the SBMC-UC program 


SA 


A 


D 


SD 


^. 


In retrospect, the students should have formed a class 
organ I z?t ion 


SA 


A 


D 


SD 




J. iicvL-x 1 t-cuL-Ly r.oo iuio\v my ie±±ow d»L/« s 


SA 


A 


D 


SD 


35. 


Thero were too many sernnars in microbiology 


SA 


A 


D 


SD 


36. 


Ify M.D. Advisor only served to^confuse me about clcmenhs 
of basic science 


SA 


A 


D' 


SD 


37. 


clinical j^iorionces o-^r/ed to stinjilat^ v^ij inter-s". 
in medicine 


SA"- 


A 


D • 


SD 


38. 


My M.D. Advisor war, a very helpful person 




A 


D 


SD 


39. 


M-.D. Evtauators sho^ad he discontinued in favor of 
letting the M.D, /^(brizov carry out t.'ils funot5oa 


SA 


A' 


D 


SD 



I 

I 

I 

i 



I 
I 
J 
I 



Cotranents; (I9-39) 
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I 



ho. 


T"'io clinical seminars wore int.Testinf?, but of little 


» /* 


A 


JJ 


.) J 


•a. 


I always felt I could talk operO.y with ran Gamble 


SA 


A 


D 


SD 


U2. 


I thouGht the, comprehonsivc cxara covered much of tho 
basic a'ci.Mi.'o carriciilum 


SA 


A 


D 


SD 


uf. 

a 


My M.D, Advisor made i^oo many demands on my time 


SA 


A 


D 


SD 


uu. 


The whole year was a confusing experience and I have no 
idea vrhat I should hav' learned or did learn 


SA 


A 


'd 


SD 




— f 
'^The tDpical seminars in microhiolof^ should ho continued 




A 


D 


SD 




/i u. nasxc science semipars snouxa oe uioppeo m -avor ol 
complete independent study 




A 


n 


sn 


U7. 


I found the bi-weekly discussion ss^sions with the Dean 
and staff '•rovy u.^o-ful 




A 


D 


SD 


U8. 


Ify M.D, Advisor nov?r had enough time to wgrk with ne 




A 


D 


SD 




At the, conclusion of the year, I felt c/jmforoablQ dealinf, , 
with patientr in the hospital setting 


SA 


A 


D 


SD 




> 

I had great difficulty arranging meetings with the 
campus faculty * 


SA 


A 


D 


SD 




X xeai nea a f^nat aeaLL ox paunology tlu-S /oar 


SA 


A 


D 


SD 


52. 


The self -instructional i»TcpAV\t'^''.or;?>" ^ r-vlculum was a uorful 
and ef TcOw '.^.»'e learning re^source 


SA 


A 


D. 


SD 


53. 


I feel 'that my M.D* Zvaluntor thought I was sort of stupid 


SA 


A 


D 


SD 


5h. 


The curriculum book was of no use 


SA 


A 


D 


SD 


55. 


T^i? Freslinan Co-rprchensive Exri.ni was ^--to lonr. 


SA 


A 


D 


SD 


!56. 


The GO£3ionf5 o:i e.'nb-ryology T;cre valuable experiences 

for im 


SA 






::d 


57. 


I thouf.ht the biocr.r rlstry n inl^arc v^iluabl*?. 


SA 




D 


SD 



ERiq 



Comments: (Uo-57) 



I 
I 
I 
I 
I 

• .1 



I 
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58. Please rate the following faculty and ataff i (6wExcellent, l^Poor) 



Name 



Area/ 

Discipline 



IQioirledge of /rea 
^^_or D'i scipil>43 



General • 
Helpfulness 



Blocofield 

Anderson 

Ganible 

Sorlie, 

Rhode 

Swift 
^ Williams 

Stdpe 

Harris 

Watterson 

Tabin 

Gtaq^ort 

Daniel 
^ Gallagher 

Gabridge 

Barker - ' 

WiUians 

Kolcotovlc 

Barr 

Sleator 

Katzenellenbogen: 

Petitucci 

Sopg 



Tean 

Assoc* Dean 
Asst. to Dean 
Curr^ Devel. 
Exqf • Secy. 
Secretary 
Library Tech. - 
Anatoay 
Anatony 
QnbryaLogy 
Behavioral Scl. 
Biochenistry 
Genetics x 
^iBBunqlogy ' 
'Micrdbfblosy' 
Heurosclencef 
Pathology 
Ftaamacplbgy 
Physiology 
Physiology 
Physiology 
Ccnq^ter System 
Sex Ed ^cation 



"7 r 



5 



59* . Please estiaate the percentage of basic nedical .science learning 
derived from each of the foUowine sources: (the totil should 
aid to lOO^t) 



textbooks ^ 

slide*-tape XKresentatlons 

SGSBinars 

movies 

video tapes 

lab<»:atory dissections 
contact with ISA's 
contact with MDE's 
contact. -.'Ti ea'4bus faculty 
other ' 



i 

It 

It 
> 
It 



^t 



It 



Total 



lOQjt 



60. IJhen Gtu^IJ•in2' iii a School carrel, I prefer Uig W- 
Incli caiTcl over the 36-'inch carrol 



SA A D SD 



6l. Anatow is a dull subject 



SA A D SD 



Cotancnts: (58-61) 



- 8 - 
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^ 62. BD^s shbuld be given anich more foraal instruction in 
pal^ieht contact 'before actxaally seeing patients < 

63 • 3he anatohy sossicns were very valuably * 

6k. Please rate the following discipline saainars: a 
(Ittvery useful, 6= of little value) 



Discipl ine 
Anatcniy 



.Qifl>ryQlogy 
BdiavioraT Science 
Bioch^str^r 

Genetics 

Hicrobidocy 
Pat^ logy 
Physiology . 



Keurosclonc ^ 
Cjcraputer SycL*^ 



Faculty 



Content 



Stcape ^ 

Harris 

Watterson* 

Tafein ^ 

Gunq^rt ' 

Clark' 

Daniel 

Galla^er 

Gabridso 

Williams 

Barr 

SJleator 

Katzenellenbogen 

Barker 

Petituccl 



65 • I could not study at tho Scliool^ 
Reasons: 



c 



SA A D SD 
3A A D SD 



Presentation 



SA )^ D SD 



66. Level Ityej^ms after each clinical problem helped 

to learnjgc^ine^l; elements, of 'ciiH curriculum . SA A D SD 

67. liov long saoula standard basic scient^o sesiinars lasl^? 

» Other 1 hr hr ? Iir hr 



I 
I 
I 
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Caosaents: (62-67) 
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ERIC 



68. 



The SOX education program vas too Ions 



69« Little«jeittentida vas paid to the students and their 
needs In th^ SBM^-UC program 

70* There should hav^^hjeTm more planned- social events and 
student activities"^ 

<' - 

71* I feel I have been cheated academically by the SBNS-IX: 
eaqperience * ^ ^ 

72« I nade little or no use of previous basic science 

education in the SBMS-X program ^ \ 

73« The Dean kept raising; false hopes in ine throo^out the 3'ear 

7U«^ The physiology , seminars were a waste of tine 

73 • I would have preferred not ^ving as much clinical ccmtact 
in the first year of medical school 

76» , I never knew to yhcm to go to settle a question 

77» The SBMS-UC program is alnoJ at presenting the elements of 
basic science that I need as a physlclqj^ rather than 
toward just passing exams 

78« The bi-ifeekly pathology seminars were ineffectual aiil 
should fco dropped^ 

79. The haoic scicncfl .".•-•lainars should he laoro directive and 
prescriptive rather ihaii open questron-answdir sessions 

80. The books and poni){;''aph3 in f.hd SBMS-UC Lihtary were 
.'idoq^UFjios in mrintity 



\ 



SA A D SD 

SA A D SP 

SA A 0 SD 

SA A 0 SD 



SA 
SA 

SA 

SA 

SA 

SA 

SA 
'^SA> 



A D SD 

A ,d' SD 

.A D SD 

A D SD 

A D SlJ 

A D SD 

D 'SD 

n D SD 



SA A D SD 



V 

I 
I 



J 



Comeils: (68-80) 



2SI> 



a. 



.1 

I 
I 
I 
I 



I did most of w studying at the School 1>etirec>n: 

7 a*m. and 12 noo n ^ 
12 no<»i and 3 p.n. 



5 p.n. and midnight^ 
sddni^t and 7 a*m/ 



82. 


Each student should have an assigned 'study carrel 


SA 


A 


D. 


SD • 


83. 


"nie clinical seminars should be Cropped . ' 




A 


D 


SD 


8l». 

jr 


I never felt ny views were taken into coju^ldaration in 
developing the^ SffilS-UC progra:a 


SA 


A 


D 


SD 


85. 


If I had it to do over again, I wo»*ld prefer a more 
traditioaal educational program in the basic siedical sciences 


SA 


A 


D 


SD , 


86. 


» »> • 
The monthly happy hours at . the Dean*s hcsene verc fua 


SA 


h 


D 

« 


SD 


87. 


The physiology zcx£j\rxs were of great Value to in 
pr paring for the Comprehensive Exa:a 

* 


SA 


A 


D 


SD 


88. 


I jised soft^rare materials quite a "bit in studying the 

basic sc3on2s an-T cl*.nical materl^s . 
' ■* , '■ . 


SA 


A 


D 


SD 


89. 


r wish we had had more contact ad. r,h the basic science 
facility 

♦ 


SA, 


A 


D 


SD ' 


90. 




. SA 


A 


D' 


SD 


91. 


The ccnputer systems seainars'waro useful . 7^ ■ 


SA 


A 


D 


Si, NA 


92. 


The idea of 3^p:iy.HMn3 tha advising functions fimA) froa 
the evaluating functions (IDE) is a g:>od oiie 


SA 


A 


D 


SD 



ERIC 



Ccrimeats: (8I-92) 



\ 



93* The genetics s^ainars and demonstration laibs verc a 



valtiaiiile ejqperience * 



Sh. The Ratlimal Board Exasi Part I covert . imich of \he 
SBMS--UC basic science car *j.ovAu» ' 

9$« . The el4a%^ aspects of thc^ SBMS-UC program helped 
motivate me to study the baslcf sciences 

96.' A seminar grai9 ^escht8ticm4 of patie^kt cases by their 
pi^*sic]^s ' would have been as effective as. the 
^ ixiAividnal patient ^ont^ts * 3 

97* /• H^maqy hours per week did you i^nd with yiour M«D«A.? 

0-1 1-2 - 2.3 3-U U-5 over 5 . 

Cogments: (93-97) 



6/2^/72 



* APPENDIX C 



IltiE'RVIEW SCHEDULES 



• C.l MEDICAL ADVISC^./EVALUATQR SCllEDULE 

\ ^ "^^^^^^~~^*^"*™^^^^^" ^^^^^^^^^^^^^ 

' t • ' ' 

Interview Schedule • MDAyMDE 
A. Pre Experience Considerations - Expectations 

1. Where, when, and how did you. first year about the program? 

2. How much iiiformation did you .have when you agreed to participate? 

3. Wha^ were your reasons tot agrefeihg to participate? / 



2.87 



4. What- we*re your expectations concerning the following when you agreed 
to participate? . . 

• • • ' ^ ' 

,(a) Your role , , 

(b) The BD's role ' ' 

(c) Time spent by you in tlie program. 



5. Has anything happened so far not -origi,nally anticipated? What? 

B, Rewards ^ • * 

6. (a-) What aspects of the program do you find moist positive (negative)? 

(b) What ar^e fhe rewards for a physician as a result 'of being in the 
program? 

f * 

C • .• ' X. • 

7. (a) Compare the basic science (+ clinical application) that students 

are. getting here to what you- receive4. 

(b) Will their trainingTbe sufficient (for passing June comprehensives)? 
D. Roles 



8. (a) Estimate amount of » time you spend per week with BD. 

(b) Is this time adequate given (1) other time demands, (2) needs of 
ttte student? v \ * ^ . 



(c) ^How do you view your relationship with^^BD? 

J 

•(1) Master-apprentice 

(2) As colleague • • ' . ' . : ' 

(3) Some combination of ^bove? 

(d) Amount of contact with other physicians in the community about -medical 
^ school. * 

Nature of contact 
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(e) Feedback from 1) students 

] * 2) physicians 

3) patients 



about program. 

" ' / 



(f) What is- your part- in BD's education;? • - 

(1) Counselor ^ / ♦ • 

(2> Teacher * , ' ' " • 

(3) Supervisor 

(4) Fellow' Learner? * 

(g) How would you Characterize th^^ature of your relationship, in 
a qualitative ^ay, with your BD? . #/ 



(a) Do^you feel there are any conflicts between th^ir functions as MDA (MDE) 
and the roles of (1) faculty, (2) aciministration? ' * 

(b) What is ^;elationship between MDA and MDE? . . ' * • 



(a) Do you plan- to cbm;inue in th« program? .Why?> How .long? 

(b) Will- enough other physS^ans readily participate to alLo\^ 
the program to expand asplanned? \ ' - ^ 



C. 2 CAMPUS FACULTY ^DULE 
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(1) We* re Interested In the nature o£ your relationship to the Medical 
School. * 



'Remunerative? - Yes 



No 



What % of salary Is paid by Medical School? . 



(a) What amount of .contact, both formal and non-tormal, do you have 
with: . (Probe for nature and outcopes of contact) 



1, Students: 



Formal- 



No n-formal- 



< 



2. Physician participants^ (i.e. ' MDA's", MDE*s) 



Formal- 



Non-f ormal- 



3. Other faculty: 



Formal- , 
Non-f ormal- 



\ 



(b) What new behavlprs ^ite now required of you as a cpnsequence of you/: 
) 1. Medical School affiliation? 



2. Hierarchy? 



-2- 



What .are your feelings about the MedlcAl School curriculum? 
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» Positive ? ' . 



(b) Negative? 



What are your feelings .about the Medical School semlnar:S? 

(a) Positive? ' 

(b) Negative,? ^ . " : • ' 

« * ' ■ - 

* * » 

With reference to student, pet formance: . . . ' 

(a) ^e students learning enough basic sciences to'enable/thesi to 
perform competfeAtly as physicians? « ♦ • 



Yes No 



On what basis? 



(b) Are sj:ddents lekrning enough basic" sciences to pass Chicago Comps.? 
If no, why? ' . ^ ^ 



(c) Are the students learning enough basic sciences to pass National 
Boards? . ' v * \ ' 

Yes, No - . .1 ' . . , 



(d) Are students in this program likely to 'learn as xiuch basic science- 
as with traditional mode? '\ 

Yes No ■ . ' / 



C.3a STUDENT lOTERVIEW SCHEDULE (FORM A) 292 

liiCorvieW Schedule / 

The followiiig quei^cxons shoiild not be adherc/l zo in exact 
'order, . wording'', e6c. but rather serve as a frame of reference 

throughout yoiir idisettssion with studj^nts . ^ Btifore terminating « 

• . ' ' ^ . ' 

the interview, quickly check to see^.if you havs, at some point, 

obtained information ^-elevant to each ^ueisttons. These , questions 

are in addition to material covered in the first intervi/ew. • . , 

% \ 

I. N ~ ' " ■ ■ . " ' ■ 

1* ' During the l^st week, apprx)xiir.ately how many hours were you 

io contact with: - ' ' - ' ' ^ ' ' - , 



ft 



a) ^ your MDA 

b) your evalu^^tor 



/ 



c) . facuicy ' • ' • f , i 

d) . 9ChGr BDs » , * . " • • 

2.. Are the hours indicated in each oj- the^ ^bove fairly representative 
of the ampunt of time you spent each week over the last Qontli? 

• YES- NO * ; \' 



If notj how much time do you usually spend? 



3. -l^or each of the\elow, of the time you spend, how many hours' 
were spent 'in priruirily social bfehaviors? , 

b) eyaluator • . . ' . * , - 
' c) faculty . ^ . 

c) other liDs . ^ " ' ■ . ^ 
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In the , past week, to what extent have you been:. 

4) Observing your MDA, interact with patients? 

5) Actively involved with patients; ie. taking histories, aiding 
ia physicals? ' ^ 

6) Questioning your: a) MDA, b) evaluator, c) faculty, d) .other BDs 
.about medical science? 

7) Answering MDA's que-stions about the eContent you have been 
, studying? - ^ 

8) Discussing with your MDA how his patients relate to basic 

. * science material? tAlso discussing this with evaluator, faculty,* 
• BDs , » and other MDAs . ) 

9) Involved with MDs. other than or in addition to your MDA; ie, •setting 
in on staff meetings, other MD's surgery, etc. 

10) Info^rmally discussing " becoming an MD and medical culture in 
general with: * ^ . . 

a) MDA c) faculty 

b) evaluator d) other Bds 

11) Discussing patients and patient care without specific reference 
- to any basic science issue^ with: 

a) MDA ' c) faculty 

b) evaluator d) BDs 

12) ^Discussing the issues and problems involved in patient rapport 
with: 

a) ^3DA c) faculty 

b^ eValuator d) other BDs 

r 

13) Socializing (visiting home, attending sports events, etc) 
v/ith: 

. a) KDA • c) faculty . 

, b) eValuatb^r d) other liDs , 



/ 

T 

14)/ Discussing those things in the basic sciences which you really 
need to know to practice medicine, with: 

a) MDA ^ c) faculty 

b) evaluator d) BDs ^\ 



\ 
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After obtaining the above^, attempt to probe the issue of who 
initiated the interactions. 

Attempt to quantify the time spent in the behaviors and the 

-extent to whi'ch they would l ike to engage in. the interactions 



In the last two or three weeks, what specific incidents led to 
feelings of dissatisfaction? Describe these. 



In the last two or three weeks, what specific incidents "led to 
feelings of satisfaction ? Describe these. 



C. 3b STUDENT IWIERVIEW SCHEDULE (FORM B) 



, BD INTERVIE57 

i ' 

Interviewe r Incerviewee_ Date 

t 

o 

1. ' ' ; . 

1. In the last two or-three weeks, what specific incidents have led to feelings 
^ of satisfaction with tne program? Specify in as much detail as possible. 



2. In the last two or three weeks, what specific incidents have led to feelings 
of dissatisfaction with the program? Specify in as much detail as possible. 



3. Thinking over the program -since you began in September, what are its most 
positive aspects? - . . " . 



4. Thinlcing over the program since you begin in September, x;hat are its most 
negative aspects? 
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II. 

1. During the past week, approximately how many hours were you in contact with: 

a. Your MDA '( ) e. Other physicians ( ) 

b. Your MDE ( ) . f. Faculty , ( ) 

c. Other MDA's ( ) g. Administrators' (e.g. 

rJean) - ( ) 

d. Other MDE's ( ) • h. Other BD's 

( ) 

2. Are the hours indicated in ^ach of the above fairly representative of, the ^ 
amount of time you spent'^each week over the last month? ' \ , 

YES NO 



If not, indicate the amount of time usually spent-'in the parentheses. 



III. 



I. To date, have you consulted with other MDAs, MDEs or physicians in the community 
regarding your studies? (Note to iritervi^er: Attempt to get the names of the 
physicians and some indication of the frequency as well as whether the consulta- 
tion was initiated by the BD,.hi8 MDA, or someone else). 



"Name Frequency 



initiator 



2. Please list the problems you have completed in the order yqu have completed 
them and the date you took the Level 4, exam for each. 



2l22ien Date Completed Problem Date Completed 



1. 
2. 
3. 



4. 
5. 
6. 



3. What problem are you currently workinQ on? 

4. How many problems do you expect to finish by the end of the semester? 

5. How well do you expect to do on the Cnicago Comprehensiv.^ exam? 
Out^andins _ Satisfactory' Unsatisfactory _ 

6. How well do you expect tO/do on the National Boards? ^ 



\- 

\ 



?• Relative to the other^BD's, how well do you expect to do on: 

A. The Giicago Coraprehensive: rank (1-16)- 

B. Tho. .National Boards: rank. (1-16) 

8. Sow frequently do you discuss the basic sciences and related problems with: 



Name 
Batko^ 
Bowton 
Delheimer 
Fozard 
Ginsburg 
Hoskins 
Marmion 
Neese 

O'Donoghue 

Rusthoven 

Schutz 

Sidler 

Stiegman 

Vhrel 

Westrick 

Ziai^ko 



Frequency 



0=Never 

l=S.eldom 

2aOccasionally 

3=:0ften 

4«Always 



9. How i^ould y6u describe the study strategy that you are using currently' 
Has this strategy changed since the beginning of the year? How? 



4. 



^APPENDIX D 



CURRICULUM 



/ 

/ 

/ 



Dlioipline 
AnatctQr 



BiQQhemistry 
Genetics 

Histology 



Microbiology 

r 

Jleurosciences 
Pathology , 

Phamacology 



Unit 
No> 

29 
30 
31 
' 32 
33 
3U 



9 

(3)- 

1 

2- 

3 

5 
6 

' 7 
. 8 

22 

21+ 

5 
6 

.1 
2 
8 

^9 



Physiology 
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1 
2 

15' 
20 

1 
2 
3 
1+ 

" 5 
6^ 

7 
8 

9 

10 

11 
15 
30 

'21 



^ CLIirXCAL FRGBLOt INISX 
Wound Healing 

Unit Description ' ^ 

Gluteal Region and Posterior Thigh, Hip 
Femoral Triangle, Anterior and Medial^ Thigh 
Popliteal Fossa, Knee, ihigh ^and Leg Bones } 
Anterior and Lateral Leg, Dorsum of Foot . 
Posterior Leg 
Ankle and Foot 
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Sex-linked Inheritance " 
Clinical -Cytogenetics 

Histological Techniques ^ ^ 

Cytology ' ; . • " 

i^ithelial Tissue 

Connective Tissue Proper 

Cartilage and Bone 

Blood and Bone* Marrow 

Lymphoid Tissue 

Cardiovascular 'System 

Integiaaentary System 

Structure and" Function of Immunoglobulin IgG 
Gel-diffusibn Analysis of Immunoglobulins 

Host-parasite Relationships . ' 
* Infection 

Defense Variation-- Increases 
Pseudcmonas .and Bacteroides 



Wound Healing 

Displacements and Disruptions of Continuity I 
Riepair After Injury and Death of Cells ' . . - 
Pathology of Physical Agents 

Molecular Basis of Drug Action 
Drug' Absorption 

Drug Distribution o ' • 

Drug Metabolisn ^ o 

Drug Excretion 

Biological Variation, Statistics, Dose-response curves, 

Placebo Effect 
Adverse Drug Effects « 
Drug Dependence 

, Pr^cription Writing - ■ , | 

Autonomic Drugs, Neurotransmitters ' • 

Parasyrapa'^homimetic and Parasympatholytic Agents 
Local Anesthetics ^ 

''Principleii of Antibiotic Therapy 

Ciroulatidn • Blood ^ ' / 
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ANATOMY UNIT 33 • 

• " .• 

* V ^ 

* / ^ 

Subject Matter: Posterior Leg — ^tlood vessels, lymphatics, muscles, and 
nerves of -tjjje posterior ccanpartment of the leg (sural , 
region) 

Prerequisites: Units 31 and 32 ^ 
Objective^: ' 

*^ Jhe student should be able to: • ■* 

V 

1. locate ar»d describe th.e ^actions of the ?• posterior le^ muscles. 

2. identity the nerves of the posterior leg and their innervations 
cf skin and" muscles of the sural region. ^ 

3. locatt- the superficial and deep blood vessels of the posterior 

• ■ l^g. . • ' ' 

' Key Words : , - ^ . , 

• '.astrochemius, soleus, plantaris-, flexqr digitorum longus, tibialis posterior, 
, flexor haliucis longus, and popliteus muscles; posterior tibial and peroneal 
arteries and veins, small saphenous vein: tibial, deep and superficial peioneaL, 
sural, medj.al sural, lateral sural, and peroneal connecting nerves; flexor 
retinaculum' (laciniate ligO 

Pretest: * \ ' ^ ^ 

1. Diagram the position of the -deep posterior leg muscle tendons on the 
back of the medial malleolus. ' * 

2. -^ Which two arijeries are attached to the ui>per end of the posterior • 

tibial artery? 

3-^. Six of the seven .posterior leg muscles have a common action which is 

f^.; The seventh muscle is €he ' . . 

» " ' ' . r- X 

5-6. The two nerves which unite to form the sural nerve are • 

and . ^ - ' 



7-8. The two muscles, vrhich can both flex the leg and plantarflex the 
foot are a nd ' . 

9. VJhat is freshman* s nerve? 

10. What, is the designation of both gastrocnemius and soleus mu^es 



\ 



together? * ^ ^ 

Instructions for Study: ^ ' * • .. 

• The small saphenous veins and stiral nerve travel in the superficial 
fascia of the back of the leg. There are seven muscles: three superficial 
muscles forming the calf (sural region) and four deep< muscles. The 



.302 



Anatcav Unit 33 - 2 ^ 

' h 

superficial muscles attach to the calcaneus and plantarflex the foot. One 
of the deep muscles » the popiLiteua^ lies behind the knee^ as Its dame 
suggests.. The other 4;hre^ deep muscles run behind the medial ^malileolus^ 
are held in place by the flexor retinaculum (fOTmerly^ laciniate ligamant) 
and plantarflex the foot. Also in this posterior region are nerves and 
blood vessels that go t9 the plantar side of th^^foot. 

• See Clemente film #31 before reading Woodbume, pp. 55o-55S|i E^xamine 
the cadaver material and be sure to check over the references listed belov. 

Grant's Method, pp^ J+06-lfl2 

Bassett reels #19^^-196 o • 

Self -Test; 

1. The' peroneal artery arises rfrom the: 



a. anterior tibial. 

b. posterior tibial. 

c. popliteal. 



d. femoralr. 

e. ' lateral femoral circumflex. 



2. In ihe leg the posterior tibial, artery: 



3. 



a. lies medial to the tibial nerve. ' 

b. provides the nutrient bsranch to the* tibia. / 

c. is covered by the gastrocnemus and soleus muscles. 

d. all of the above 

e. a and c above ^ 

The superficial muscles of the. posterior leg all insert into the: 



a. Cflcaneus. 
b« talus. j> 
c. medial malleolus. 



d. lunate.. 

e. none of the above 



I 
I 
I 



Locate the following: 
k. Gastrocnmius m. ' 

5. Popliteus m. 

6. Tibialis posterior m. 

7. Soleus m. 



SemtmemHrtnMui 



titenilinoiui' 



8/ Plexor hallucis lohgus m. 
. 9« Achilles tendon 



Fltx. dif iont 
Ttb pc>«t 
Fkx halt toAf 



Uurtl 

condjrk 
(fcfnur) 




Anatomy Unit 33-3 

Locate the following: 

10. Peroneal artery 

11. Posterior tibial artery 

12. Tibial nerve 

Answers ' 
Pretest: 



, r»hu!i 



Flex di| 
long m 



1. ^Woodbume, pp. 557-558 

2. popliteal and anterior tibial 

3. plantar flexion 'of the foot 
li. popliteus 

5. peroneal connecting 

6>. medial sural 

7. gastrocnemius 

8. plantar is 

9. tendon of insertion of the pleuataris muscle 
10. triceps' surae 

Self -Test: ' . • 




1. 


b 


2. 


d 


3. 


a 


k. 


e 


5.. 


f 


6. 


g 


' 7. 


b 


8-. 


h 


■ ^-i 


d 


10. 


h 


ll.i 


d 


12.! 


e 



J • 
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ON ASSESSING "QUALITY". OF HEALTH CARE 



by 

J^hn R» Kimberly, .Ph.D. 



*" Department of Sociology 
Institute of Labor and Industrial Relatioris 
UUlYERSITY OF ILLINOIS 
Urbana- Champaign 



^06 



ON ASS^HCJ "QUALm" OP HEALTH CARS* 

There is little question tSat this country X9 currently wrestling with 
some major issues regarding the health 'of its people/ Issues which, at one 
level, are expressed in debates over programming and financing are, at - 
another level, refactions of attempts to come to grips with some very ' 
fundamental questions about the proper relationship between -.e citizen and 
his government in a democratic society^ 

As the cbsts of health- care have s. Tocketed, and as vsirxous political 
. solutions Jto the problems of iaqproving «nd/or maintaining the nation's 
health have been offered, the health field itself has become highly visib;^ 
•.to' the public. Given this micreased visibiUty,'and given the vast txans of ' - 
money which this attention has generated to solve health Jmd related probieins^ 
one can predict that ihcreasinfe concern will be focused on how. to mftsur^h: 
the cojisequencss of various health programs and strategies. ' Such concern is 
to be expected; .the taxpayer and his representatives in Congress need 
criteria which enable them to evalua'te |he outcomes or alterna^.ive ways - of 
utilizing available resources. 

As the problem of -constructing Lidices, i.e., of measuring results, 
becomes more visible as a consequence of increased expenditures, pressure will 
mount. to find solutions. As this 'pressure mounts, it is likely that short-run 
•"satisf^-cing" solutions will be offered.^ Our own, research experience suggiists. 
that the consequences. of such a situation are likely to be unfortunate. 



» Preparation of this- paper was supported, in part, by funua from the Bureau 
of Health Manpower Education, National Institutes of HfeaXth, ficpartmehi' of 
Health, Education and Welfare, Contract No. 72-4075. 
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Assessment of Quality - Kimberly ^ \ ' 2 

Most activities in the health field revolve around the performance of 
some form of work on people • It is the outcomes of this work that we are 
attempting to measure when we talk about "quality" of health caT*i. But, as 
Kimberly has argued elsewhere, when people, as opposed to inanimate 

objects, constitute the raw material on ^ich work -is performed, there is 

2 

a generic problem of defining a set of valid indicators of results • When 

< '""^'^"^ , 

this generic problem is coupled with a situation in which there is a high 
degree of \irgency attached, to the development of such indicators^ the ^ 
likelihood that' indicators of relatively low validity will* be accepted is 
increased^ Ifowever, to the extent that there is genuine widespread concern 
with improving the health care system in general, the emergence of 
indi;*ators of low validity will be likely to hinder progress or perhaps lead 
to counter-productive outcomes— given that ^here is a general tendency in 
social systems to adapt patterns of behavior to what is being measured* 

As part of a larger rejsearch project designed to study, the impact of new 
medical schools on local health care delivery systems, we had the occasion 
to review the voluminoiw literature addressing the icsue of th,e "quality" of 
health care. One conclusion which* emerged from this review was that ther^e is 
a significant amount of variability concerning the way in which the problem 
itself is defined. The purpose of this paper is to present a framework which 
was developed in an attenqpt to jredefine th^ problem and to integrate what, at 
first reading, seemed to be irreconcilable differences- among various approache 
The framework is presented with the explicit objective of providing a 
perspective on, or way of thinking about, the problem of defining quality of 
health care which will hopefully be of some use as the pressures to develop 
operational definitions of quality increase. 
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Assessment of Quidity - Kimberly 3 

For the sake of brevity, a basic familiarity with the literatur^ on the 

3 

definition of quality of health care is assuMd. For the purposes of 
orientation, it should be stated that a general and reasonably broad definition 
of what is meant by "health care" is used. While some writers have distin- 
guished between healta care on the one hand and medical care on the other, no 
such distinction is made here. The approach taken was to ^egin. with a broad, 
general definition within which most of the literature encountered could be 
included. By the term health care in this paper, is meipt »ny intervention 
in the life space of an individual or group of individuals the explicit or 
implicit objective of which is to maintain, restore, or develop a state 
characterized in the ideal case, by an absence of illness, impairment," pr^ 
injury. 

During the course of the review, a wide mriety of books and articles - 
dealing with the definition or assessment of the quality or results of health 
or medical care '-ns covered^ While this review was extensive and, from our 
perspeclxve, thorough, some errors of omission may have occurred. The reader 
will have to 'judge the effects of any such omissions on the validity of the 
proposed framework for himself. , 

Analytic Dimensions 
As others who" have written in this area have pointed out (e.g., 
Donabedian^, Kerr and Trantow^, and BtGyndt'^), the concept of 
"health care" is clearly multi -dimensional. Attempts to define and measure 

the quality of health care should, therefore, reflect this multidimensionality 

I 

if they are to be valid indicators* Definitions and measures whi<ih are not 
sensitive to this property of the concept are likely to be inadequate. 
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Assessment of Quality*- Kimberly h 
particularly since there has been very little work at the empirical level 
designed to provide "^a basis for assigning weights to the different dimensions. 
At the policy level, the iinplications are particularly significant. Attempts . 
to evaluate programs designed to improve the quality of health care which 
focus on only one dimecwion of quality are likely to be inadequate. Decisions 
on expenditures which rely on such evaluations will reflect this inadequacy. 

Conceptually, two cmalytic dimensions appeared to provide a basis for 
ordering the literature* and for encompassing the multimensional nature of 
"health care". The first dimension has been labellied the system referent of 
quality . ""By system referent is meant the uhit in terras of which evaluation of 
quality is made. ' Four different referents were distinguished: individuals; 
organizations; communities; and larger territorial units such as states, - 
regions, or nations* Each of these has been the focus of attempts to define- 
quality of health care; while ultimately the focus is on the individual in 
every case, for the purposes of planning and programming, attention is 
necessarily drawn from specific individuals to larger social aggregates and/or 
territorial units within which individuals are located. Measures which reflect 
the quality of health care provided in or available in these larger unit's 
must therefore be developed. As might be expected these measures are not 
necessarily the same as those used where the individual is the system referent* 

The second dimension which serves to order the literature is the criterion 
of measurement * A variety 'of operational indices of quality has been 

used in the liter^ . , as Roenier,' among others, has pointed out, and this 

8 

dimension is intended to reflect the existing Tariability* Three general 
sets of criteria are suggested: end result measures, i*e*, measures which 



310 

Assessment of Quality - Kiniberly ' • 5 
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attributed to some form of intervention; standards of performance measures, 
i#e., measures which compare various aspects of provider performance to 
standards which have been developed by ^the profession and are presumed to ^ 
reflect optimal or ideal performance given- the "state of the art''; and 
scope of services measures, i.e., measures which reflect the range, for 
example, of trained personnel and facilities for care which are available. 
It should be noted that in distinguishing among thpse three sets of criteria 
for measurement ve are attempting only to' provide a way of categorizing the 
literature that has been produced on the topic; we are not implying that the 
three are empirically independent. In fact, it might be argued that, con- 
trolling for scope of services, end results are likely to be more positive 
in those instances where provider performance closely approximates standards 
set by the field. 

When the two dimensions discussed above are cfoss-classified, the result 
is a three by three table which includes aU possible combinations of system 
referents and criteria of measuremeht. Table 1. below presents the classifi- 
cation scheme along with examples of each combination drawn from the 
literature for the puirposes of illustration. 

Insert Table 1 about here 

This classification scheme is designed to provide a way of ^thinking about 
the problem of defining and measuring "quality" of health care. Among other 
things, it implies that multiple measures of Quality are likely to result in 
the most valid indicators; however, the multiple measures approach has at 
least one major problem associated with it: temporal variability among the 
feedback cycles of different indices. Some measures, such ar standards of 
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performance criteria, can be applied vithin relative constricted time 
frames; other measures, particularly some Kinds of end result measures, are 
not available until years after a. given intervention has occurred. The 
problem is analogous to evaluating the quality of educational interventions. 
In the short run, one can focus on; for example, the performance of students on 
national achievement tests or the i>ercentages of students that go on to college 
(I am assuming here that either of these measures is necessarily valid). 
Other indices, however, only become measureable over long periods of time. 
The impact of a school on the earnings potential of its graduates is but one 
example. The point being made is that different measures of quality of health 
care have different feedback cycles associated with them. While it is not 
argued that 'the longer the feedback' cycle the more valid the measure, we would 
suggest that substantial costs may be incurred by focusing exclusively on 
measures which provide relatively immediate feedback. 

Additional Considerations 
In outlining the classification scheme, two kinds of considerations 
which have been prominently mentioned in the literature have been left out. 
The first cc^nsideration has to do with consumer perceptions about, acceptance 
of, and attitudes toward various health care interventions. The complexity 
of this consideration cannot be overemphasized, it can be argued, on the one 
hand, that consumer attitudes and beliefs are indeperldent of any evaluation 
of quality per se . In this view, quality is most usefully evaluated in terms 
of a set of ''ob,iective" criteria which reflect current levels of development 
in medical technology. On the other hand, it can tie argued that no evaluation 
of quality is complete without some consideration of the factors that influence 
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the nature of the interaction between provider and consumer. Care which is 
by all objective measures of very high quality may produce consumer reactions 
which are highly negative and which 'migh^t, therefore, have the effect of ^ 
reducing utilization. According to this line of reasoning, one component of 
quality has to include the attitudes of consumers or potential consumers toward 
specific interventions. It should be pointed out that- the two points of view 
are not necessarily incompatible^ If one is ultimately interested in program 
evaluation, then the former conception of quality becomes one . component of 
effectiveness and consumer attitudes and acceptance ,are.,a jsecondo According - 
to the latter conception, these two are expressed as a^' single component. Our 
point in raising the issue here is to underline the importance of including 
consumer attitudes either directly or indirectly in the evaluation of quality 
of health care. In addition, we would suggest that an important, but often 
overlooked, constraint on quality is the attitudes and .beliefs of providers 
as well. Omitting this dimension from evaluation implies an assumption of 
either random variation of attitudes in the population or homogeneity of 
attitudes in the population. 'Neither assumption appears to us -to have a great ' 
deal of face validity. The importance of this dimension needs to be explored 
in much greater depth than it has been in the past. 

The second consideration which has received some attention in the liter- 
ature is cost, in our view, cost itself is not a component of quality, and 
can— theoretically at leaet-rvary independent of 'qualityo There is no reason 
to assert categorically tha% high quality care is necessarily high cost care. 
To say that cost is^not a component of quality is not to say that cost is 
unimportant in the evaluation of health care programs. In fact, in practice 
cost may be one bf the most important criteria used to determine not only which 
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programs get funded initially, but which programs , receive continuing support 
from the government as well. As Roemet and others have pointed out, 
determination of co'sts is a highly complex matter and subject to a variety of 
kinds of error. While it is .undoubtedly the case that more sophisticated 
techniques for determining cost-s are needed in*the health field, it is also 
the case that financial costs per>se do not refine ct a variety qf less tangible 
costs and benefits; As concern for the' "quality of lif^" becomes more - 
Widespread, formulators of social policy will have to take these less 
tangible dimensions into account in making decisions about how resources are 
to be allocated, " . " ^ 

f 

Implications » , ■> 

The. assessment of "quality" of health care is a difficult undertaking.' 
The framework developed in this paper to classify the literature on the« 
subject indicated that various approaches have differed with ^*3pect to both 
the. systems of reference employed and. the actual indices used,. The result is, 
at best, lack of consensu^ over definitions of ^ the mos| appropriate way to 
assess quality in this context. ' 

In addition, it was argued that the increased visibility .of the health 
sector will generate increasing pressure to develop indices of program 'out- 
comes. As ways of measuring outcomes are sought, validity is likely to be 
sacrificed on the altar of expediency. To the extent that this actually occurs 
it is highly probable that effective and efficient delivery of health care to. 
the population will be impaired. ' , " ' 

Such a result would be unfortunate and ways of minimizing its occurrence 
should be explored. In this regard, it is our view that there is no ''one best 
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way" to assess quality of health care* To a. large extent,. the kinds of 
indices used should be a function of the particular problem being addressed. ^ 
While quality as a general concept is clearly multidimensional, and while a 
variety of* components of quality may be isolated in relation to any particular 
pro-am, it is incorrect to assume that the same components will be relevant 
across^ problems or contexts. This., is Clearly an implication of the framework, 
and suggest s% among other things, that one should carefully specify the system 
referent for quality; indices appropriate where an organization such as a 
hospital or a clinic is the referent may clearly be inappropriate where a 
geographical region is the referent. Efforts to develop comparability in 
assessments of quality should not be cdnfused with efforts to develop 
uniformity . Comparability is highly desirable; uniformity, following the 
logic above, may not be. The policy Impli cat ibns of this view hopefully 
do not need further elaboration. 

Given that attempts to assess quality should reflect the rfature of the 
context in which the awessment is being made, emphasis should be placed on ' 
developing measurement techniques which have^b^en carefully designed to 
minimize the unintended consequences they produce. As noted earlier, behavior 
in social systems tends to adapt to criteria for measurement which are 
established. The case of the introduction of a quota system for issuing 
parking tickets, into a police force provides an interesting, if somewhat 
extreme, example. Once the quota jsystem was adopted and sanctions invoked 
for failure to meet the established criteria, members of the force did what 
might have been predicted-^they made certain that they did r\ot fall below the 
quota. Some I unintended consequences occurred, however. The story- is told 
of a burglar escaping while his car was being ticketed by a policeman doing 
his duty as it was being defined for him by the measurement criteria that had ' 
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been established, in analogous fashion, one might expect that if the 
. technical competence of the provider became the primary criterion for the 
assessment of quality, for example, the nature of the in«feraction between 
provider and consumer, an important determinant of health care outcomes ' 
might suffer as a result. While none of us is clairvoyant, attention should 
be paid insofar as possible to the possible behavioral consequences that 
' adoption of a particular criterion or set of criteria -for the assessment of 
quality might- produce, . * 

By way of summary, three considerations should be reemphasized. First, 
there appears to be no one best way to assess quality of health care. In 
a sense, the "quality" of the assessment of quality is a function of the 
appropriateness of the index or' indices used for the particular system 
referent in question. Second, assessments should be made with soU^e awareness 
of the potential consequences for behavior that the qhbice of a particular 
measurement criterion or set of criteria itself produces*. This consideration 
cannot be ^stressed too heavily. Finally, care should be taken, in the 
development of indices of quality to avoid exclusive reliance on technical or 
^ it z*iia^ While this consideration has been only indirectly 

/-•al^-uded to in the paper, quality is important Socially only insofar as it his 
positive consequences for the health status of individuals. As such, it 
cannot be considered apart from the' social context in which it is being ' 
assessed. To the extent that increasing technological sophistication is ' 
viewed as being isomorphic with increased rationality iA the. development, 
delivery, and evaluation of health services at the s«une time that social and 
psychological consequences for individuals and groups are being overlooked, . 
the long-run prognosis for our health system' is less optimistic than it might 
otherwise be. 
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